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Abstract 
The term "case management" came into sharp focus in the UK 
following the community care policy of the early 1990s, together with 
subsequent guidance. However, despite an apparent compatibility 
with community nursing values, there appear to be few detailed 
studies focusing on the issues surrounding community nurses 
assuming the role. 
The aim of this study was to go some way toward filling this gap in 
the research by exploring: 
e the extent and nature of community nursing involvement in 
case management. 
" the main features of case management projects which included 
community nurses. 
" how these variables related to perceptions of community nurse 
case management of those involved. 
" the "durability" of case management as a model for 
community nursing. 
The research consisted of four phases. An initial telephone survey of 
all (then) Health Authorities in England, followed by a more detailed 
questionnaire of those implementing case management-like practices 
sought to address the first two objectives. The third phase comprised 
a purposeful sample of 13 cases (selected from questionnaire 
responses) for more in-depth study through interviews and 
examination of related documentation, and aiming to account for why 
particular practices did, or did not, work at case level. Finally, a 
longitudinal follow-up questionnaire was sent to all original 
questionnaire and case respondents after 4-5 years, which sought to 
address the last objective. 
Data from 122 questionnaire responses, the literature and descriptive 
case analyses were used to construct a set of propositions as a basis 
for a pattern-matching, thematic case analysis. Findings supported an 
overall, sustainable compatibility between case management and 
community nursing, with "best" practices being identified along a 
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number of parameters. The method facilitated the construction of a 
conceptual model outlining the interrelated impact on community 
nursing case management of four types of contextual variables, which 
may help to guide future professional practice. I 
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I. Literature review 
1.1 Introduction 
1.1.1 Overview of subject area 
The term case (or care) management achieved an international 
currency over a remarkably short time span. As a practice issue, it 
is generally thought to have its roots in North American mental and 
social casework of the 1970s and 1980s, conceived as a means of 
addressing problems of service fragmentation and cost containment 
in long-term care (Beardshaw and Towell 1990, Cohen & Cesta 
1993). However, the North American literature emanating from 
subsequent case management prq: lects suggests that this organisational 
framework for care has had varying degrees of success in achieving 
these aims across their diverse settings and client groups (Kemper et 
al 1987, Worley 1991a). 
From the late 1980s the issue began to achieve similar prominence in 
the United Kingdom (UK). The explanation for this is undoubtedly 
multifactorial, and not unconnected to this North American heritage. 
Indeed, the patterns of care which ostensibly precipitated case 
management initiatives in North America were recognised by critics 
of the British scene as being replicated here - paternalistic, service- 
led provision, inflexibility, service duplication and gaps - with the 
implicit corollary that solutions will be likely to follow on similar 
lines (Beardshaw and Towell, 1990). 
In addition, UK policy makers in the 1990s embraced case 
management as relevant in its own right to the national scenario. 
The history of, and predicted, increase in the numbers of dependent 
people in the community (Office of Population Censuses and Surveys 
[OPCS], 1988), combined with the promotion of policies 
encouraging deinstitutionalisation for certain long-term client groups 
(Askham and Thompson 1990, Richardson and Higgins 1990) meant 
that cost-effective, well integrated community care schemes were 
being sought to meet those challenges; case management, as in the 
instances cited, was considered as one way forward. But it was 
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perhaps with the publication of the White Paper "Caring for People" 
(Department of Health [DoH], 1989a) that the term case management 
became indelibly stamped on the public, and professional, 
consciousness with the Government pledge, inter alia, "to make 
proper assessment and good case management the cornerstone of 
high quality care" (para. 1.11). 
Only more recently has case management been the focus of dedicated 
research, particularly at its interface with community nursing. This 
may be considered surprising when, as far back as 1990, the Queen's 
Nursing Institute argued that the postponement of the implementation 
of the community care reforms, following the NHS and Community 
Care Act of that year, should have been seen as providing policy 
makers and researchers with an opportunity to review existing 
schemes in order to inform future provision (Queen's Nursing 
Institute, [QNI] 1990). 
It must be acknowledged that research has incrementally (if slowly) 
taken place, but early work appears to have been largely influenced 
by incentives to pursue the Government's social service dominated 
model and this can be instanced by the (then) DHSS funded Care in 
the Community projects (Cambridge, 1990) and the pioneering 
studies undertaken by the Personal Social Services Research Unit 
[PSSRU] (Challis & Davies 1986, Challis et al 1990), which 
themselves explicitly influenced policy. Indeed, it may be argued 
that these studies are not without considerable value in exploring the 
potential of international perspectives and national policies to 
influence UK case management practices. However, evidence of 
community nursing involvement in such projects has often been 
marginal (for example Challis et al 1990, Archer and Robertson 
1990) and work conducted by, and focused upon, nurses and nursing 
was slow to develop (Ross and Tissier, 1996). Moreover, the lack of 
emphasis on case management in the health and social policy 
announced by the new Labour Government in 1997 (DoH, 1997) 
prompts further questioning regarding its suitability as a model for 
community nurses. It is hoped that the current study will go some 
way to supplementing this body of work. 
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1.1.2 Aims, parameters and structure of the review 
Mindful of the intended focus of the study, that is, the compatibility 
between case management and community nursing as models of care, 
the review aims were identified in the form of questions covering 
four main areas covered in the literature: 
1) In what ways have contextual variables shaped case 
management practices in the UK and how have these 
affected community nursing? 
[Rationale/assumptions: The broad international and national social 
policy background is a necessary (though not sufficient) determinant 
of not only care practices, but also their supporting ideals. This 
background therefore needs to be examined as it is interwoven into 
the very substance of both case management and community nursing; 
without understanding their mutual frame of being, it is difficult to 
know how these areas might relate. ] 
2) How far are the philosophies underpinning case 
management compatible with the values inherent in the 
health and social care professions, particularly community 
09 nursing. 
[Rationale/assumptions: Evidence in answer to this question will give 
an indication of the likelihood (and appropriateness) of the one 
assimilating into its practices the values of the other. ] 
3) What evidence is there of the effectiveness of case 
management as a means of caring for people in the 
community in the UK? 
[Rationale/assumptions: Without some indication that case 
management is of benefit, it is unlikely that it will have any potential 
relevance or value to community nursing. ] 
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4) To what extent does UK practice suggest community 
nurses are appropriate case managers and what issues need 
to be addressed in this area? 
[Rationale/assumptions: This question is the heart of the issue and 
directly seeks information which the preceding questions can only 
provide by extrapolation. The degree and nature of the evidence 
here will inform any subsequent research. ] 
The four main areas highlighted above dictated the type of literature 
to be examined, which falls into four corresponding groups. Within 
each group, material was accessed through a different method. 
Because of the relative recency of the topic at the start of the 
investigation, and following an initial search, it was not thought 
useful to explore further computer databases, which would only cite 
published work. 
1) Background literature. This was subdivided into two areas: 
i) Largely descriptive and minimally analytic literature from North 
America. This mainly consisted of journal articles and some texts 
from the 1980s providing accounts of examples of case management 
in different care settings by various professionals, including nurses. 
This literature was traced mainly through secondary referencing in 
related papers of both American and British origin. 
ii) UK policy documents, official guidance and monitoring exercises, 
together with commentaries and early evaluations on these directed 
at particular issues. This literature dated from the immediate 
antecedents of the White Paper "Caring for People" (DoH, 1989a) 
and was concentrated around the early 1990s, with a tailing off 
following the 1997 change of Government. Material was accessed in 
the main as it appeared. Some official publications were less well 
publicised and were acquired retrospectively. 
2) Professional (especially community nursing) based literature. 
This was of three types: 
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i) General nursing and related literature exploring characteristics of, 
and developments in, professionalism within the caring disciplines, 
where these may interlink with case management. 
ii) Nursing literature from inside and outside the UK describing 
existing relationships between case management, related concepts 
and nursing. 
iii) Largely antic ipatory/conjectural work appearing in UK 
professional journals in the wake of publication of the proposed 
community care reforms, which focused on the exploration of the 
anticipated role of care professionals within the new framework. 
This area largely comprised opportunistic literature, and was 
necessarily selective, since its publication was prolific and quality 
variable. 
3) Evidence from UK case management research projects, together 
with literature discussing issues related to researching case 
management generally. A growing body of work, from 1986 
onwards became available, increasing in comprehensiveness and 
sophistication. This consisted mainly of large, funded, time limited 
projects based in either multidisciplinary or social service settings. 
This literature was not readily available and early interim 
reports/monographs often necessitated approaching the researchers 
themselves, who provided the material. Later, final published 
reports often appeared which were, inevitably, more easily 
accessible. 
4) Evidence from community nurse case management projects and 
case management research with a nurse author or perspective. This 
often concerned a single nurse case manager within a 
multidisciplinary team and examples where the nursing role was 
explored in depth were uncommon. These were generally the most 
difficult to access. Short references in professional journals often 
failed to provide details of source and attempts to trace authors by 
place of project (where detailed) were often unsuccessful. 
Occasional papers were found in academic nursing journals, or, 
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where nursing formed part of a larger, multidisciplinary effort, in 
other health care publications. 
The review structure is based on the areas identified above, which 
progress from the general to the focused. In addition, the logic of 
the sequencing suggests a cumulative nature which may be ascribed 
to the evidence; in other words it could be argued that the answers to 
any question concerning the compatibility between case management 
and community nursing will be based on the cumulative effects of the 
variables addressed in the different sections (fig. 1.1) 
Fig. 1.1 Structure of the review: main areas impacting on 
the questions posed of the literature. 
International National Professional Local interpretations 




Sections of the review: 
1.2 1.3 1.4 1.5 
1.1.3 Theoretical and operational definitions and models. 
1.6 
It is probably no exaggeration to suggest that there are as many 
definitions of case management as there are case management 
projects extant. Indeed, commentators have seen the very substance 
of an ideology within this diversity, the creed of which is based on 
developing approaches to care reflective of local needs and contexts 
(Beardshaw 1991, Knapp et al 1992, Lee et al 1998). However, a 
number of commonalities may be identified wherever case 
management is seen to operate, and these may be broadly 
encapsulated in the definition offered by Onyett: 
"Case management is a way of tailoring help to meet 
individual need through placing responsibility for 
assessment and service co-ordination with one individual 
worker or team" (Onyett, 1992, p. 3). 
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This generic description is derived from the North American origin 
of case management, with its stress on co-ordination as a counter to 
the service fragmentation and spiralling health care costs already 
cited. The oft-quoted, if now rather dated, definition of Intagliata 
(1982), for instance, and UK literature based on this (Shepherd, 
1990) reflects this emphasis. Nevertheless, within this broad brush 
statement may be identified several ideals and operational procedures 
which could be said to designate case management as relevant to 
contemporary community nursing in Britain. While the overt 
"managerial" (including resource management) function, implicit in 
the title, has been emphasized by some (Cambridge, 1990), the case 
manager/client interface, with its individualized focus, has served as 
the vehicle for the promotion of ideals of client advocacy 
(Thomicroft, 1991), partnership with clients and other agencies 
(DoH, 1989a) and education for empowerment (Richardson and 
Higgins 1991, Repper and Peacham, 1991). Some commentators see 
case management in terms of the recipient client groups selected for 
this form of care, rather than in terms of agencies or values 
(Papadopoulos, 1992), and these groups span the range of contextual 
settings, as well as the age ranges and health status which 
characterize the diversity of current community care. Others, more 
recently, have attempted to encapsulate the concept within the range 
of competencies its practice requires (Sherlock-Storey and Milne, 
1995). Finally, operational guidelines for the implementation of case 
management have often conceived of it in terms of five or more core 
functions or stages (DoH 1989a, Richardson and Higgins 1991, 
Richardson 1991, Ryan et al 1991), not entirely unlike the nursing 
process itself, and from where much of the competency-based 
literature derives: 
e Selecting specific individuals for attention (case finding or 
targeting). 
* Seeking to understand their needs (assessment). 
1, Working out a plan of action to meet these needs (individual 
programme planning - EPP). 
1 
11 Putting the plan into effect (service delivery). 
v Keeping in touch to see how the plan is working and making 
changes as appropriate (monitoring/review/evaluation). 
Challis (1994a, 1994b, 1994c) has further discussed these different 
types of definitions. 
The varying emphases given by different projects to these functions 
and values is dependent upon their context and, it could be argued, 
on the overiding political and managerial imperatives at both 
national and local levels. These variations can be illustrated in the 
three-model framework for classifying case management as 
identified by Beardshaw and Towell (1990). 
Advocacy is a prominent feature of the first of these, the 
"brokerage" model, where the case manager acts as an independent 
"go-between" for a client and links services to needs. This is an 
approach which has been occasionally adopted in British case 
management for people with physical disabilities (Hunter 1988, 
Pilling 1992) or learning disabilities (Archer and Robertson 1990, 
Richardson and Higgins 1990,1991). However, its derivation from 
North American practices, where case managers are commonly 
agents independent of service provision, has meant it has less 
relevance to Britain where case managers tend to be service based or 
linked (Beardshaw and Towell, 1990). 
Resource and budgetary control are central to the second, or social 
entrepreneurship model (Beardshaw and Towell, 1990), where the 
case manager holds a devolved budget for the purchase of an 
individual's care from within and outside statutory agencies. 
Devolved financial accountability is ideologically conducive to the 
provision of individualised, needs-led care packages and was a 
feature of the pioneering Kent Community Care Scheme and its 
derivatives, described in the work of the PSSRU by Challis and 
Davies (1986), upon which much Government thinking in the UK 
was predicated. 
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Beardshaw and Towell's (1990) third model of case management 
focuses on the co-ordination dimension of case management and 
entails the assumption by members of multidisciplinary teams of 
responsibility for arranging and monitoring care for specific clients 
in addition to their professional roles with regard to other clients. 
The case manager is thus an extension of the keyworker role, which 
is a term derived from the prime workers with elderly people in 
residential accommodation and, therefore, inclusive of involvement 
in service provision (Beardshaw and Towell, 1990). The model has 
been described in practice by Dant et al (1989) in case management 
for elderly people and, while it clearly has the advantage of being 
less disruptive in terms of role change for practitioners, it runs 
counter to the government concept of separating assessment from 
service provision. 
As a post-script to the issue of definitions and models, it may be 
pertinent to allude to the lack of semantic consensus as to which term 
best encapsulates the ideals and processes described above. While the 
term case management, as used in the UK, became enshrined in the 
public consciousness following its endorsement in the White Paper 
"Caring for People" (DoH, 1989a), it is also associated with a 
number of related, but (debatably) distinguishable concepts. These 
include managed care (Cohen and Cesta 1993, Hale 1995) and mental 
health arrangements for keyworking, the Care Programme Approach 
for the receipt of psychiatric services following hospital discharge 
under DoH circular HC(90)23/LASSL(90)11 (DoH, 1990b) and 
Section 117 of the 1983 Mental Health Act covering discharge 
requirements for those compulsorily detained. Recently, the term 
case management has been largely superceded by the apparently 
more politically correct phrase care management in subsequent, post- 
consultation policy guidance. This was on the grounds that "'case' 
was regarded as demeaning to the individual and misleading in that 
(it) is the care, and not the person, that is being managed" 
(DoH/Social Service Inspectorate. [SSII, 1991a, p. 10). The 
implication that the two terms are interchangeable, and usage really 
only a matter of sensitivity and preference, has meant that a number 
of authorities, such as the King's Fund (Beardshaw, 1991) have 
followed suit. However, Onyett (1992) has argued that "although the 
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word 'case' has unfortunate medical overtones and users have 
stressed that they are not cases to be managed, the phrase does 
emphasize the individual focus of case management that is perhaps its 
only wholly unequivocal characteristic" (p. x). Furthermore, Onyett 
continued, because case management "involves assessing and meeting 
users' needs rather than managing service provision ('care') per se" 
it is more appropriate than the alternative care management which 
"obscures the central features of this approach, a focus on the needs 
and strengths of individual users". 
Other commentators (Hunter 1988, Ryan et al 1991) have also 
argued for a recognition of two levels of describing this modality of 
care delivery and it is of interest to note that many of the more 
recent project evaluations (Richardson and Higgins 1991, Knapp et al 
1992, Pilling 1992, Ford et al 1993), as well as much North 
American literature, continues to use the term "case", an indication, 
perhaps, of where the focus should be angled in the evaluation of 
community care. Most recently, a differentiation has been made 
between "mainstream" care management - largely a coordinating 
role - and what the PSSRU used to call case management (now 
termed intensive care management), which combined coordination 
with therapy and support (Welch, 1998). The term "case" will 
continue to be used in the present context, both because of the 
intended individual focus and because of the supra-national currency 
the term already enjoys both in general (Onyett and Malone, 1993) 
and as applied to nursing. Many of these issues related to definitions, 
models and terminology will be revisited and discussed further in 
subsequent sections of this review. 
1.2. The context of case management - i) North American 
perspectives. 
1.2.1 Introduction to section 
The nature of case management practice undoubtedly owes much to 
the North American legacy, so its literature merits analysis and is the 
subject of this section. Both Peck et al (1992) and Challis (1994a) 
have used examples from North America to raise issues which may 
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be considered to be of a universal nature, however, the degree of 
"transferability" of the concept across different contexts must be 
questioned. Therefore issues of relevance to a different 
geographical location (the UK) and to a circumscribed profession 
(nursing) will be explored in the succeeding two sections. 
Furthermore, the extent to which descriptive evidence can lead to 
prescriptive conclusions must be limited by the relative failure of 
this type of literature to focus on any evaluative dimension. Such 
analysis will, therefore, be supplemented by subsequent examination 
of designated case management research projects in general, and of 
those with a nursing element in particular. 
Case management literature can broadly be seen to discuss the 
concept in terms of the interplay between the aims of an initiative 
and its structural and organizational backdrop, itself often influenced 
by historical developments. These, in turn, govern the process 
through which implementation occurs and the outcome measures by 
which effectiveness is measured. It may be considered useful, 
therefore, to adopt this approach and these headings (origins, aims, 
structure and organizational factors, processes, outcomes) to ftame 
the current analysis. 
1.2.2 Origins 
Although the precise origins of case management are difficult to 
ascribe, it is generally thought to have evolved from practices in 
public health, mental health and care of the elderly/long-term client 
(Bower 1992, Holzemer 1992, Cohen and Cesta 1993, Lyon 1993), 
with the term first appearing in the social welfare literature of the 
early 1970s. However, the determinants of case management 
evolution within these three disciplines, and therefore the dating of 
related practices, would appear to be variable, especially according 
to specialist commentators. 
In public health, for example, a community service coordination role 
is thought to have existed from the turn of the century, as a 
forerunner of case management (Bower 1992, Lyon 1993). Worley 
(1991a, 1991b), on the other hand, dated the seminal changes in 
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mental health care from the 1960s, when changes to the finance 
legislation gave rise to national insurance programmes which 
facilitated the deinstitutionalization of this client group. Problems 
arose, according to this author, due to the resulting delegation of 
care to different agencies, such that the continuity of care previously 
experienced within a hospital was lost. Ryan et al (1991) have 
further detailed the course of case management in mental health, 
dating its popularity from the work of Mary Ann Test and Leonard 
Stein in 1970. The Federal Government's desire that all people with 
mental health problems eligible for publicly funded mental health 
services should receive case management by 1992 led to an explosion 
in this service provision. Finally, the rapid expansion of human 
caring professions in the 1960s and 1970s was seen by Intagliata 
(1982) to have led to fragmented service provision, exacerbated by 
the complexity of public funding; access for those with complex 
needs (particularly the elderly) who engage with multiple services 
was seen to be particularly problematical. Wood (1991) and Lyon 
(1993) supported the argument that the elderly were particularly 
disadvantaged within this scenario; Wood contended that the increase 
in the numbers of elderly meant that, while health and social needs 
may have been met, this could hardly have been at an ideal level 
under current practices, while Lyon agreed that this group is 
unlikely to have been adequately serviced within generic 
programmes. 
But while the incentive to devise new ways of working for these 
three groups in particular would seem to be strong, evidence 
suggests that similar changes may be generalized to the care of other 
specialist groups, resulting in developments along the same 
principles. In the care of the growing number of AIDS/HIV patients 
in the 1980s, for example, high caseload numbers, particular 
difficulties in accessing traditional services and limited choices for 
service users also demanded new care arrangements (Ryndes 1985, 
Sonsel 1989). The growth in specialist services at this time, together 
with the rapidly developing skill and experience of professionals in 
the field provided incentives towards the development of a case 
management model (Sonsel, 1989). Meanwhile, changes in 
morbidity and increased survival rates within the paediatric 
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specialism resulted in the same trend of growth in the numbers of 
chronically ill needing community care (Urbano, 1991). Together 
with finance incentives and the move from hospital to home 
management, these factors gave rise to further development of the 
case management approach to the the care of children. Such 
generalization of trends in respect to different care groups opens up 
questions of generalizability to other settings and these will be 
explored in section 1.3). It also raises further questions about the 
suitability of nurses working with these groups for the case manager 
role, a practice well established in North America (Cronin and 
Maklebust 1989, Ethridge and Lamb 1989, Knollmueller 1989, 
Bower 1992). 
1.2.3 Aims 
The aims of different case management initiatives can be seen, in 
effect, as a natural corollary to the underpinning issues related to 
health and social care in the US enumerated above. Much literature 
comments on a dual purpose here, in the form of what Lyon (1993) 
described as both client-centred and system-centred functions. 
Client-centred functions are centred around the promotion of quality 
care (Brown 1989, Petryshen and Petryshen 1992, Cohen and Cesta 
1993) and this general approach has its outworkings in, for example, 
advocacy (Sonsel 1989, Bower 1992), continuity and coordination of 
care (Intagliata 1982, Sonsel 1989, Lyon 1993), improving access 
(Intagliata 1982, Lyon 1993) and generally assisting the client 
through what can be a complex health care delivery system (Lyon, 
1993). Interestingly, these process-orientated aims seem to far 
outweigh intended client outcomes in the literature, though Lyon 
(1993) did include improved patient functional capacity at the end of 
a list of case management ob ectives. j 
System-centred functions focus with one voice on cost containment 
(Brown 1989, Sonsel 1989, Wood 1991, Petryshen and Petryshen 
1992, Cohen and Cesta 1993). However, the interpretation of this 
notion varies. Intagliata (1982) questioned the common assumption 
that cost-control necessarily equates with the other much used (and 
often preferred) term "efficiency" in this context, when, in practice, 
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the latter often results in the identification of more client need and 
consequent delivery of more services. Lyon's (1993) more overt 
(and perhaps more honest) claim for rationing and priority-setting 
when resources are limited as system-centred functions would seem 
to support this view. Either way, there appears to be a transparency 
of intent displayed in the US literature which may seem foreign to a 
British observer of policy making, though questions of 
transferability of principle must, again, be raised. As Bower (1992) 
has argued, goals related to both service outcome and cost- 
effectiveness are necessary considerations in most care services and 
"to accomplish this mandate the relationship between the costs of 
care, the desired outcomes of care and the processes involved in 
providing care must be re-examined" (p I). Such processes and 
outcomes will, therefore, be addressed in this review. But, first it is 
important to make explicit the mediating structural/organizational 
factors which obtain in the North American scene. 
1.2.4 Structural /organizational factors 
Intagliata (1982) has not been alone in emphasizing the need to have 
the appropriate structures in place before implementing case 
management, but has, perhaps, given the subject greater prominence 
than other writers. In particular, this author stressed, as pre- 
requisites, the need for core agencies capable of providing new 
services to meet emerging requirements, and the need for formal 
contracting mechanisms. Indeed, he went so far as to claim that 
there is "indication that case managers' actual activities are shaped 
ultimately by the constraints of the environment within which they 
work, not by the formal job description" (Intagliatag 1982, p. 670). 
Petryshen and Petryshen (1992) and Cohen and Cesta (1993) likewise 
emphasized the need for a framework of total organizational 
commitment to restructuring care in order for case management to 
be achievable. 
It could be argued, of course, that institutional restructunng, or 11re- 
engineering" (Humphreys, 1996) is not a new concept in the United 
States and that it has led to, rather than been the result of, the 
impetus towards case management. One such structural framework 
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with which case management is often linked by a number of authors 
(Knollmueller 1989, Bower 1992, Cohen and Cesta 1993, Hale 1995, 
Conger 1999) is managed care. Although Cohen and Cesta (1993) 
noted that the terms case management and managed care are often 
used interchangeably in North American literature, they have 
identified a number of similarities and differences which would seem 
to render them at once synergistic but capable of separate existence - 
and this is a point of potential relevance to the UK where managed 
care is still a newly emerging ideal. 
Although the aims of both are similar (and as discussed above), 
Cohen and Cesta (1993) argued that while case management is 
conceptualized as a process model, managed care is viewed as a 
system or generalized structure within which care is managed. 
Moreover, managed care does not target a client group - unlike case 
management - and, while consistency of care is promoted, this does 
not rely on a consistent individual (or set of individuals) as would be 
embodied in a case manager or case management team. Rather, such 
consistency is attained through "critical paths" - standardized patterns 
of care events constructed in response to problem lists and expected 
outcomes, the courses of which are contained within "care maps" 
(Petryshen and Petryshen, 1992). 
Such a generalized approach to care planning might seem to be at 
odds with some interpretations of case management, where it is seen 
primarily as a way of promoting an individually needs-led approach 
to service delivery, and this casts doubt on the compatibility claimed 
between the two concepts. Indeed, this is a further difference 
between case management and managed care identified by Bower 
(1992) and Hale (1995). Hale (1995) has described case management 
as the individualization of a standard managed care programme, 
which immediately suggests limitations in the degree to which 
"individualization" can, in fact, take place. Bower (1992), on the 
other hand, saw managed care as a strategy adopted by purchasers to 
influence aggregate utilization levels of services, whereas case 
management focuses on the individual client level of care. Both of 
these points raise issues of potential relevance in the transference of 
case management to a British community care scene. The 
first is, 
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possibly, less problematical, given that managed care is less likely to 
operate within community settings. The second, howeverý suggests 
the possible need for an alternative mechanism (in the absence of 
managed care) to cope with the need to address population, as well as 
individual, need in planning care. 
1.2.5 Process features 
Despite the assertion that case management can also be viewed as a 
service, programme, role, system or technology (Wood 1991, Bower 
1992), it is, perhaps, helpful in this context to consider it primarily 
as a process, as Cohen and Cesta (1993) have suggested (above), 
since this invites comparison with the nursing process (Bower 1992, 
Conger 1999). It also raises questions and issues concerning 
implementation and operationalization, which may help ground the 
concept in actual practice (and, possibly, help to address the issue of 
individual versus aggregate needs raised above). This "unpacking" 
of case management practices is not to deny the usefulness of 
Beardshaw and Towell's (1990) tripartite conceptualization (section 
1.1.3), but perhaps helps to clarify how, in the real world, where 
practice does not always readily dovetail with theory, elements from 
different models may become features of new and appropriate ways 
of working. It may, in addition, help clarify the huge variety of 
terms used to classify and describe case management, not readily 
understood out of context. These features will also be closely linked 
to wider issues such as who is acting as case manager, the precise 
functions of case management and the nature of the target group. 
One of the ongoing debates in the North American literature 
(Worley, 1991a) concerns the degree to which case management 
should be a pure brokerage function, rather than include elements of 
service provision or therapy. The broker model in North America 
appears to operate in the main where case managers (including 
nurses in this role) are either independent or employed by companies 
(Kollmueller, 1989) and is said to promote autonomous decision- 
making by the practitioner (although Cohen and Cesta [1993] seem to 
suggest that what they termed private case management,, outside 
publicly funded programmes, provide more direct services). 
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This brokerage model can be equated with Worley's (1991a) 
"administrative" model and Cohen and Cesta's (1993) "generalist" 
and is opposed to the "primary therapist" (Cohen and Cesta, 1993) or "clinical" (Worley, 1991a) model, which is characterized by a 
therapeutic client - case manager relationship. Here the case 
manager therapist necessarily comes from a professional background 
relevant to the appropriate therapy, and may represent one of a 
variety of disciplines. For example, in mental health this may mean 
psychologists, psychiatrists, social workers or psychiatric nurses 
working as case managers (Cohen and Cesta, 1993). 
Extending this issue, within the broker vs. therapist debate, of who 
should be the case manager brings in the related issue of the nature 
of the targeted client group. A "primary therapist" model would 
imply possession by a case manager of skills relevant to the discipline 
and client group within which the individual worked (Cohen and 
Cesta, 1993). More generally, case manager designation may at least 
be guided by the relative health/social needs of a client group, with 
Cohen and Cesta (1993) identifying three categories based on these 
dimensions: (1) social case management, where health and social 
needs are markedly present (as with the elderly) and may call for the 
multidisciplinary team approach; (2) primary care case management, 
which is based on a medical model, where treatment of health 
problems predominates and the physician generally works as case 
manager; (3) medical/social case management, which is the model of 
choice for the long term care of a client population at risk of 
hospitalization and where the case manager may be one of a number 
of professionals - physician, social worker, nurse or even family. 
Another process debate concerns whether case management should 
be undertaken by either one individual or a team. The assumption 
that one individual carrying out all core functions involved in case 
management would be most conducive to achieving the aims of 
continuity and coordination has been challenged by Intagliata (1982), 
Worley (1991a) and Cohen and Cesta (1993), who claimed that for 
some areas of practice, such as mental health, a team may be more 
appropriate in order to harness the diverse specialist skills needed 
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for this client group (which may include housing, rehabilitation, 
recreation, nursing etc. ) 
A "team" in this context may mean either all these professionals 
acting as case managers, or one designated case manager calling on 
the skills of other professionals, and Intagliata (1982) suggested that 
either of these models has the advantages of maximizing expertise, 
avoiding isolation and contributing to continuity and coordination 
across disciplines. The team concept is, perhaps, similar to 
Beardshaw and Towell's (1990) multidisciplinary team model, and 
certainly shares elements with the coalition model described by 
Ryndes (1989) as applied to people with AIDS. Its alternative, the 
individual case manager model, has also been termed the "generalist" 
model by Worley (1991a), in the sense that the individual carries out 
all the functions of case management, rather than calling on specialist 
workers. This is, perhaps, unfortunate, since the same term was 
used by Cohen and Cesta (1993) (see above) to describe the broker 
(as opposed to therapist) model, in which context "generalist" is 
taken to mean the case manager is not affiliated to any particular 
profession. This is but one example of the way confusing case 
management terminology can make it difficult for those wishing to 
apply concepts to practice. 
Yet another example of the polar interpretations of case management 
which exist is seen in the divide between the "intensive" or 
"assertive" forms and the more "minimalist" practices. Worley 
(1991b) described the assertive model as of recent origin and highly 
labour intensive, and would probably recognize its characteristics in 
Intagliata's (1982) "comprehensive" type, which adds to the core 
functions those of outreach, direct service provision and advocacy. 
However, Intagliata (1982) preferred to see these extreme 
dimensions of case management described in the literature not as 
contradictory, but rather as a range of options along a continuum, 
which vary according to the amount of control over provider 
agencies exercised and according to the needs of the specific client 
group being targeted. In other words, there is a need, 
he claimed, 
for flexibility of practice, which may mean that "substantial 
differences typically exist between officially mandated patterns of 
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case managment activity and actual patterns of service" (Intagliata, 
1982, p. 659). 
The particular options selected along the various continua of 
characteristics which constitute case management will inevitably 
affect many of the details of practice. For example, figures quoted 
for optimum caseload numbers vary widely in the literature. 
Kemper et al (1987) quoted 45-125, dependent on whether an 
individual or team model operates. Intagliata (1982) quoted the ideal 
of 15-30 for individual case management (with 40-55 if intervention 
is limited to crises only), while Worley (1991a) contended that 
intensive case mangement practice can only work with caseloads up 
to 10. Another example of variation in detail concerns payment 
arrangements, which may be settled by contracting agencies or 
grants (Ryndes, 1989) or through waivers in Medicare/Medicaid 
(Kemper et al, 1987) among other options. 
That said, certain themes appear consistent throughout the literature, 
irrespective of model under analysis. The need for adequate 
education and training for the case management role and subsequent 
supervision has long been recognized (fntagliata 1982, Ryndes 1989, 
Conger 1999) and ethical issues abound, particularly related to 
advocacy and the allocation of resources (Worley 1991b, Kane et al 
1994). Worley (1991b) pointed out the potential conflict of interest 
where advocates are employed by the same agency that pays for, and 
often provides, the services, while Kane et al (1994), in a survey of 
251 case managers, using both open-ended and structured questions, 
highlighted six main areas where ethical issues may create tension. 
These included divergence in client/family or client/case manager 
views, safety issues, confidentiality, interagency problems, 
bureaucracy and underfunding. In order to cope with what they 
described as an "ethical minefield", these authors recommended the 
publication of guidelines to help case managers when faced with the 
inevitable compromises which must be made in everyday practice. 
Yet, despite the extreme variability of case management practices 
apparent in the US literature, there is also a note of unifying 
structure evident. Such literature emphasizes the importance of 
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linking the different levels of service provision with which case 
management must articulate in order to result in effective practices. 
Intagliata (1982) and Thomas and Towell (1990) have enumerated 
these various levels and their responsibilities: state level authorities 
were identified as having an enabling role and allocating 
responsibilities to particular agencies; local authorities need to ensure 
that the structural pre-requisites for case management are in place, 
fix responsibilities more specifically and, above all, possess and 
disseminate the "vision" for good practice; and individual case 
managers provide the link between the client and the system. 
This individual relationship appears to be at the heart of case 
management. Indeed, Intagliata (1982) has suggested that "perhaps 
the most influential aspect of the case management process is the 
quality of the personal commitment that case managers develop 
towards their clients" (Intagliata, 1982, p. 660). But in order to 
support this emphasis, there is clearly a need for long-term, multi- 
level strategies, particularly where it is intended that small scale 
demonstration projects become absorbed into government policy 
(Thomas and Towell, 1990). This message is perhaps of relevance 
wherever new service delivery systems are being introduced. 
However, in order to establish how these levels may be interlinked to 
best effect, Intagliata (1982) has suggested that research is needed on 
how these contextual variables, including individual characteristics of 
case managers and local service availability, influence case 
management processes. 
1.2.6 Outcome measures 
In general, the US literature suggests that case management has 
mixed results, and evidence supporting its purported advantages is 
weak and variable in quality (Worley 1991 a, Holzemer 1992, Hudson 
1992, Hale 1995). Worley (1991a) has commented that, in any case, 
research on outcomes is at an early stage, while Kemper et al (1987) 
advised caution in interpreting results, since very different measures 
are used in individual studies, making generalization unwise. 
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However, limited conclusions may be drawn regarding the value of 
North American case management by analysing claims as to how far 
it is said to have achieved the aims laid out above. The extent to 
which these outcomes can then be said to be predictive of case 
management in general must proceed to take into account any 
equivalence with the process features, as described. 
Outcomes are particularly variable regarding the central issue of 
cost. While Worley (1991a), Holzemer (1992) and Conger (1999) 
claimed cost-effectiveness for at least some types of case management 
practices, Knollmueller (1989) has suggested that benefits are not yet 
in line with costs. Kemper et al (1987), in a review of 16 
community care demonstration projects which included case 
management for the impaired elderly in the 1970s and 1980s, found 
that aggregate costs, if anything, tended to rise. The authors 
questioned whether case management should be justified primarily 
by cost-savings or rather by the distribution and quality of benefits 
within the amount which society is willing to pay. 
A number of commentators have, in fact, looked at potential service 
benefits and here the findings are, perhaps, more positive. Cohen 
and Cesta (1993) claimed improvement along a number of 
parameters, including access, assessment procedures, care planning, 
coordination between health and social care, quality of life measures 
and reduction in hospitalization time. Some of these measures, 
especially quality of life and functioning, have been echoed by others 
(Kemper et al 1987, Worley 1991a Holzemer, 1992). However, 
Kemper et al (1987) found no difference in nursing home use and 
little difference in hospital use between case managed and non case 
managed groups, while Holzemer (1992) commented on the paucity 
of evidence on patient satisfaction and preferences and community 
initiated case management. 
1.2.7 Summary 
This section addresses the first aim of the review. It seems, as 
Knollmueller (1989) has warned, it is not necessarily advantageous 
to be quick to jump to something because of the popularity of the 
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term. This is an issue which will be addressed again in the next 
section, in applying case management to the UK scene. Regarding 
North America, the main points from the selected literature 
reviewed may be summarized as follows: 
* Factors predisposing to the development of case management 
comprise a combination of those particular to an individual specialist 
area and those common to the service delivery system in which it 
operates. 
9 Aims of case management may be both client-centred (coordination 
of care, improved access, advocacy etc) and system-centred (cost- 
containment/cost-effectiveness). 
* Structural factors influence, and reflect, case management aims and 
practices. These include the adequacy of service provision and 
arrangements for "managing" care and addressing individual, as well 
as population, needs. 
9 Good case management depends on a coherent framework to link 
all levels of operation from policy making, through local systems, to 
the individual case manager-client relationship. 
* Variations in case management practice are evident, eg: 
- broker vs. therapist model 
- individual vs. team case management 
- intensive vs. minimalist practices. 
and these may be appropriately different according to setting, client 
group(s) and case manager designation. However, ethical issues 
appear to be inherent in any form of practice. 
4, Documented outcome measures of case management are variable. 
Evidence suggests that, though it may be beneficial to clients along a 
number of parameters, service costs may rise, rather than fall. 
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1.3. The context of case management - u) The UK poticy setting 
1.3.1 Introdnction to section 
In the United Kingdom, case management has become firmly 
embedded within the policy of community care. Although, as stated 
above, policy as a determinant of both care practices and their ideals is 
an explicit assumption of this review, there exists a parallel thesis in 
much related literature (Lipsky 1980, Malin 1994, Lewis and 
Glennerster 1996) that other factors come into play which give rise to 
what Tmobranski (1995) has called "implementation deficit" - the 
tendency for policy intentions to be transformed rather than be 
flawlessly achieved. Although this section will, therefore, focus 
largely on policy ideals, it will also touch on their outworkings in 
processes and actual practices, in analyzing how they serve as a 
context for community nursing. 
There are a number of dimensions to this approach as a vehicle for 
reviewing the literature. Firstly, the ideals-practice dichotomy may be 
approximated with the timing of any writing around actual policy 
implementation. Generally speaking, literature appearing prior to 
implementation of the NHS and Community Care Act (I st April 
1993) has tended, not surprisingly, to be "ideas" based and forward 
looking, while any appearing subsequent to that date has tended to be 
more grounded in actual practice and retrospective evaluation. 
Secondly, and in addition, the literature can be categorized by type, 
according to its degree of proximity to the "official" line in its source. 
Within this continuum, government legislation represents the extreme 
"official" end, while independent critiques, analyses and research 
represent the opposite extreme. These timing and type dimensions are 
represented in the schema in fig. 1.2. An awareness of both is 
obviously of importance in offering a critique of such literature. 
Thirdly, there are also a number of recurrent issues in the community 
care literature (table 1.1) which will impact upon community nursing,, 
serving in the main as extrinsically imposed, structural determinants. 
The more intrinsic, ideological factors in the professional construction 
of the discipline will be addressed in the next section. Lastly, in 
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eg Caring for Peopie 1989 
NHS & CC Act 1990 
IMPlementadory documents 
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eg RCNIDoH 1993 
QN1 1990 
King's Fund 
eg Beardshaw & Towell 1990 
Audit Commission 
eg Making a reality of CC 1986 
Cascade of change 1992 
Social & health policy analyses 











eg SS11RHA 1993a, b 
NHSEISSI 1994 
DoH 1994a, b 
SPRU 
eg Nocon et al 1997 
King's Fund/Nuffield Institute 
eg Robinson & Wistow 1993 
Henwood 1994,1995 
Literature reviews 
eg Hunter 1993a 
Henwood & Wistow 1994 
Empirical research 
eg Caldock 1993 
Rachman 1995 
adhering to the cumulative nature of the review, comparisons will be 
made where appropriate, with the reported evidence gleaned from the 
North American experience already reviewed. 
Table 1.1 Issues recurring in the community care literature 
- Resources and funding 
- User involvement 
" Collaboration between social and health care agencies 
" Levels of responsibility (national/local/individual) 
- Levels of focus (community/individual) 
Practice specialisms 
Models of case management in use 
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1.3-2. Background to community care in the UK 
There is consensus in the literature that the concept of community care 
is not new. Despite what some see as a failure by successive 
governments to adequately define the nature of either "community" or 
"care" (Caldock 1994, Nolan 1996), some form of planning system for 
health and personal social services under that, or a similar, title has 
long been a feature of UK policy makers. 
However, the dating of its origins varies. Orme and Glastonbury 
(1993) have traced a form of community care back 100 years to the 
dorniciliary parish or outdoor relief system, while Lewis and 
Glennerster (1996) and Hunter (1993a) dated its inception to the late 
1940s and 50s, with the start of the shift of care for certain client 
groups from inappropriate institutions to suitable residential 
accommodation. While a number of commentators - and, indeed, the 
Government itself - have, from the perspective of the 1990s, detected 
some commitment to community care over the last 30 years (Nolan 
1996, Clarke 1989, Wistow and Hardy 1994, Lewis and Glennerster 
1996), it is the decade of the 1980s, with its accompanying financial 
crisis, that has been seen by most as crucial to the contemporary 
manifestation of the term (Papadopuolos 1992, Wilson, 1993, 
Tmobranski 1995, Wistow and Hardy 1994, Lewis and Glennerster 
1996). 
The roots of the UK financial crisis of the 1980s are, generally 
speaking, acknowledged to lie in the discretionary supplementary 
benefit payment system, which assisted elderly residents in private 
residential or nursing homes (Beardshaw and Towell 1990, Knapp et 
al 1992, Wilson 1993, Trnobranski 1995, Lewis and Glennerster 
1996). Though little used initially, this system of exploiting social 
security payments became, in the 1980s, attractive to cash-strapped 
health authorities and social services departments as a means of 
securing residential funding for their elderly clientele. Lewis and 
Glennerster (1996) have argued in their analysis of the issue that these 
so-called perverse incentives (because of the consequent 
encouragement of institutional, rather than domiciliary, care) were 
maintained largely because of the vested interests, not only of private 
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residential or nursing home owners, but also of the Conservative 
Prime Minister of the time, Margaret Thatcher, with her desire to 
retain the support of small business owners such as these. By the time 
the system was subject to its first major critique in a report by the 
Audit Commission (1986), this was the fastest rising element in public 
spending, the sum spent to date amounting to some E500 million. 
Thus, the authors argued, the community care reforms emerged 
primarily as a means to contain spiralling costs, rather than to improve 
services, and subsequent ideological motives were put forward mainly 
to appeal to other involved interests (particularly users, carers, and 
social service departments). 
Thus certain features of the origins of community care -a move to 
deinstitutionalization, a focus on particular client groups and financial 
concerns - immediately resonate with the picture already depicted in 
North America. However, the particular manifestation and inter- 
relationship of these features in the UK illustrates the difficulty in 
establishing a definitive basis for policy ideals, even before their 
translation into practice. Knapp et al (1992), in describing the 1983 
Care in the Community circular (Department of Health and Social 
Security [DHSSI 1983) which announced funding for 28 care in the 
community pilot projects, have described community care at that time 
as being only a "sketchily drawn option ... like the early stages of a 
jigsaw, the edges were in place and a few key pieces were correctly 
located, but the picture remained for local agencies to complete" (p. 8). 
The actual combination of political imperatives and declared 
ideologies in the reforms which subsequently took place appears to 
have emerged from a dual impetus - on the one hand policy guidance 
from official reports and, on the other, the general contemporary 
conceptual framework for developing the post-war welfare state. Both 
of these issues merit some analysis. 
At a time characterized by what Orme and Glastonbury (1993) have 
described as being "littered with major social service reviews", two 
reports are repeatedly mentioned in the literature for their impact upon 
subsequent policy statements (Smith 1993, Hunter 1993a, Wistow and 
Hardy 1994, Lewis and Glennerster 1996). The report, already 
referred to, of the Audit Commission (1986), an independent agency 
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with a remit for overseeing local authority spending, identified the 
fragmented nature of community care (as in North America) and 
criticized the funding arrangement which underpinned this as a major 
cause. The Griffiths Report, commissioned by the Government itself 
to review and advise on community care, followed on two years later 
(Griffiths, 1988) and contained what Smith (1993) has seen as a more 
explicit acknowledgement of the financial problems being 
experienced by social and voluntary services. In the radical proposals 
put forward to deal with the problem it was suggested that public 
finance should support vulnerable groups of people requiring 
residential or nursing home care through the transfer of social security 
payments to Local Authorities, which would be charged with 
assessing and meeting the needs of these people following a formal 
assessment. A further major feature (though seen by Lewis and 
Glennerster (1996) as merely a secondary proposal to win over Mrs 
Thatcher) was the notion of the so-called "mixed economy of care", 
by which Local Authorities would contract out to various independent 
agencies the actual delivery of the services needed, retaining a largely 
commissioning role for themselves. It was within these economic and 
structural changes that Griffiths (1988) proposed the introduction of 
case management, which would effectively link the - albeit possibly 
incidental - ideals of a needs-led, individualized seamless care 
delivery system with the need to reform and retrench community care 
spending. 
But beyond these immediate proposals for reform lay what some 
analysts have seen as a broader ideological backdrop to the post-war 
welfare state in the UK and beyond. This "New Public Management" 
(Hunter 1993a, Tmobranski 1995) was characterized by professional 
management efficiency, cost reduction, the development of quasi- 
markets, a purchaser-provider separation and the development of the 
private sector. It is not difficult to recognize these features in the 
1980s proposals for community care, which Trnobranski (1995) 
described as merely part of this larger political agenda and not, 
therefore, necessarily radical or out of place. Indeed, Hockey (1995), 
in a retrospective analysis of the first few years of community care has 
argued much the same point in terms of its effects on community 
nursing. For example, Hockey argued, marketing of nursing was 
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actually established as long ago as 1948, when, in the wake of the first 
1946 National Health Service Act, district nurses often contracted out 
to voluntary associations. 
However, notwithstanding an impressive outpouring of reports and 
recommendations, as well as a political climate sympathetic to the 
new management ethos, the question of the link between policy ideals 
and practice remains. While, on the face of it, the care in the 
community programme launched by the DHSS in 1983, could perhaps 
be said by the less critical commentaries to be about "improving the 
quality of life, rights and status of those who need it within their 
chosen environment" (Papadopoulos, 1992, p. ix), concern was also 
voiced that its underpinning policy was bolstered more by optimism, 
rhetoric and "tangentially relevant research" than a sound knowledge 
and evidence of the actual workings of community care (Knapp et al, 
1992, p. 5). 
1.3.3 Caring for People 
Given this background, apparently conducive to the development of a 
"market culture" and, more particularly, the suggestion that this trend 
could be harnessed to a need to reduce public spending, it is, perhaps, 
not surprising that the two major White Papers which presaged 
government legislation on health and social care in England (DoH 
1989a, 1989b) were, as the official expression of government ideals, 
in keeping with this way of thinking. It is interesting, if maybe 
unfortunate, that it was in "Working for Patients" (DoH 1989b), which 
dealt largely with the acute sector, that the greater emphasis was laid 
on health (as opposed to social services) changes. Nevertheless, with 
its proposals to delegate responsibilities to local levels by, among 
other things, the creation of so-called self-governing hospitals, 
reformed management and new funding arrangements in support of 
the purchasing ethos, the principles which would guide the 
development of health care in the community may be detected. 
The community-focused paper, in contrast, very much emphasized the 
role of social services. Although "Caring for People" (DoH, 1989a) 
defined the Government's view of community care in terms of an 
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ideology (service provision tailored to meet the needs of those client 
groups in greatest need so as to promote independence), the "key 
changes", which formed the substance of the paper, had a structural, 
rather than ideological, emphasis in the stress on the responsibilities of 
local authorities. These responsibilities included: 
the assessment, designing and delivery of care packages 
the production of community care plans 
maximizing use of the independent sector in the purchase of 
care provision 
responsibility for the financial support of individuals in private 
and voluntary residential accommodation, under the new 
funding arrangements, whereby monies would be transferred 
from social security to social services departments 
the establishment of inspection units to monitor these homes "at 
arms length" 
Reaction to the community care proposals was not uniformly 
enthusiastic. Despite the obvious intention of the then Secretary of 
State for Health to portray the Government as being receptive to the 
country in emphasizing the 280 responses to the Griffiths Report 
which he had taken note of (Clarke, 1989), "Caring for People" 
(hereafter referred to as the White Paper) itself was said by one team 
of policy analysts to have been likened by Griffiths (1988) to a "three 
wheeled version" of his "vehicle" in view of the number of proposals 
dropped at this stage (Wistow and Hardy, 1994, p. 49). Orme and 
Glastonbury (1993) thought the White Paper "scarcely novel", 
suggesting it merely repeated policy of previous years, while others 
detected a number of tensions, conflicts and contradictions within its 
various emphases (Beardshaw and Towell 1990, Hunter 1993a, 
Caldock 1994, National Association of Health Authorities and Trusts 
[NAHATI, undated(a)). 
Nevertheless the government's proposals became enshrined in 
legislation in the form of the NFIS and Community Care Act, 1990, 
which Malin (1994) described as essentially a replication of the 
framework of the White Paper, if "short on its commitments" (p. 8). It 
was, however, "marooned for two years" (p. 
8), and staged 
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implementation did not reach completion until 1993. This gave 
supporters and critics alike an extended timescale during which to hypothesize over the impending legislation, and the literature of the 
period was characterized by a plethora of policy summaries produced by interested parties (National Council for Voluntary Organizations 
undated, John Grooms 1989, Age Concern 1990, NAHAT 
undated[a]). Most of these publications were produced with the aim 
of highlighting relevant issues of the particular group represented (in 
this case, voluntary workers, the disabled, the elderly and health 
services respectively), but some were pointedly questioning of 
whether the Government could deliver its promised agenda. For some 
groups the questioning and uncertainty was reinforced by the 
appearance of concurrent Government legislation, which, while often 
appearing to dovetail with the community care ideals, frequently 
failed to specify how the dual systems should be operationalized, for 
example the Care Programme Approach (CPA) in mental health 
(DoH, 1990b), the Disabled Persons Act, 1986, the Carers 
(Recognition and Services) Act 1995 and proposals for long term 
health care. 
1.3.4. Implications for community nursing 
But if uncertainty in general characterized the response to the reforms, 
the role of community nursing, in particular, within the new structure 
was less than clear. The White Paper itself saw community nurses as 
having a "very significant role" (para. 2.6) to play in community care 
which seemed to major on both care delivery (with that care being in 
the social and psychological, as well as health, domains) and also a 
coordinating, networking role, with possible keyworking activities. 
The Government was also concerned to make what it termed the best 
use of nursing skills by delegating work which could be done by 
others. 
Reactions from the nursing profession were mixed, but few accepted 
the status quo envisaged by the White Paper vis a vis joint working. 
Lightfoot (1995) feared that, given the Government's stance on the 
health/social divide and skill use, nursing role descriptions were likely 
to be more tightly drawn and services targeted for withdrawal where 
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defined as "social". But many looked beyond the health/social issue 
in questioning the impact of the reforms on community nursing and 
predicted that all areas of practice would be affected, from assessment 
and documentation of care, to setting eligibility criteria, training and 
involvement in community care plans (Smith, 1993). George (1993a), 
while admitting that the consequences of the Act were not easy to 
predict, felt that they were likely to give rise to an increased workload 
and higher dependency patients at the least. His fears were not 
without credibility, given that Johnston (1993), the nurse member of 
the Government's Task Force (and, therefore, likely to be in touch 
with the profession's feelings) also perceived concerns surrounding 
workload, cost and resource pressures, as well as interprofessional 
mistrust. 
A number of commentators portrayed nurses as instinctively negative 
in their reactions to the forthcoming changes, viewing them as 
"threatening" (Hockey, 1995), a "great upheaval" (Sylvester, 1992) 
and "worryingly close", with many being unaware of what the reforms 
would mean (Podmore, 1992). Antrobus (1997) painted a pessimistic 
picture of nurses being exposed to the whims of politicians and health 
policy makers, and unable to influence the broader health picture. 
At the same time, however, there were signs of optimism, often 
appearing in tandem with the more negative views and urging 
community nurses to transcend these difficulties. Podmore (1992) 
and Hockey (1995), for example, saw nurses as key players in 
community care who should be grasping the opportunities presented 
to enhance their role. Like Sylvester (1992), who presented some 
examples of good practice in joint working, those authors believed 
there was a need for nurses to regain their confidence and skills at this 
time. 
The tension between these two viewpoints regarding the position of 
community nurses - on the one hand as helpless pawns in the policy 
makers' game and, on the other, as accountable professionals able to 
influence their own destiny - is interesting, and was reflected, to a 
certain extent, in the different ways the balance between central and 
local control was seen to operate in the reforms in general. It was said 
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that, whereas the Griffiths Report (Griffiths, 1988) had a strong 
localist element, while retaining central direction, Caring for People 
(DoH, 1989a) subsequently advocated a less "hands on" role for the 
Government (Wistow and Hardy, 1994). Indeed, the White Paper, 
while indicating a strategic monitoring role for Health Authorities at 
regional and district level (paras 4.3,4.25), also made it clear that the 
difficult issue of defining what constituted health and social 
responsibilities should be decided at local level (para 6.6). 
This approach was obviously of concern to some analysts who 
detected a vagueness in the meaning and tone of the subsequent 
legislation, which would be left to local agencies to interpret (Malin, 
1994). Thus it was felt that collaborative endeavours, and other 
aspects of policy implementation, were often reduced to the responses 
and judgements of individual professionals (Caldock 1994, Lightfoot 
1995, Roberts and Priest 1997), so giving rise to Trnobranski's 
"implementation deficit". Trnobranski (1995) explained the 
mechanism in terms of a theoretical framework which held that policy 
implementation encompasses acts by public and private individuals 
and groups, directed at achieving the objectives set forth in policy 
decisions. However, these individuals/groups, particularly at the 
lower end of any organizational hierarchy, do not necessarily carry out 
superiors' instructions faithfully, but rather exert their own power and 
make their own decisions. The theory is not unlike Lipsky's (1980) 
theory of "street level bureaucrats", where, because of the amount of 
autonomy and discretion allowed to professionals operating at "street 
level", their practice actually becomes the public policy itself This 
theory will be further discussed in relation to the nursing profession in 
the next section. 
1.3.5 Assessment and case management 
Many of the issues surrounding the implementation of community 
care at a broad level became crystallized around the 
introduction of 
assessment and case management at the micro level. 
The literature on 
the subject displayed widely differing interpretations of policy 
statements, a confusion which Lewis and 
Glennerster (1996) 
attributed to the nature of official guidance to 
Local and Health 
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Authorities at the time - plentiful but " delphic " in nature (p. 13) and 
"couched in generalities" (p. 10). 
It is worth noting that as far back as the Griffiths Report (Griffiths, 
1988) case management was conceived of in terms of a 
managerialJoverseeing function, such that "where care is already 
effectively being managed, this proposal will amount to little more 
than making roles explicit" (para 6.6). The interpretation was 
continued through the White Paper (DoH, 1989a), where case 
managers were to "take responsibility for ensuring individual needs 
are regularly reviewed, resources are managed effectively... "(para 
3.3.2) and into the official Practitioners' Guide (DoH/SS1 1991 a) 
where "assessment and care management [as it had become by then] 
constitute the core business of arranging care... " (p. 5). 
This managerial emphasis is, peýhaps, not unexpected, given the 
economic backdrop against which case management was introduced. 
However, Orme and Glastonbury (1993), while giving the concept a 
cautious welcome from a social service perspective, suggested that, 
despite the North American influences which placed a greater 
emphasis on project management than on professional practice, it 
would be too simplistic to see case management primarily in terms of 
a means of resource control. Rather, the authors saw it in a dual 
capacity, as both a method of (social work) practice, relating to 
clients, and also a style of service management, to do with service 
planning and delivery. Like Beardshaw and Towell (1990) in their 
survey of case management for the King's Fund, Orme and 
Glastonbury (1993) pointed out the danger in comparing the UK 
experience too closely with North America, and put forward a number 
of possible models, or "diversity of approaches" in Peck et al's terms 
(Peck et al, 1992 p. 9), which may be developed in the UK. This was 
also the line taken by Challis, perhaps the most prolific writer on case 
management in the UK in the late 1980s and early 1990s, and 
certainly one of the most influential, for his work with the PSSRU on 
projects in Kent and Gateshead (both visited by Griffiths and 
mentioned in the White Paper (DoH, 1989), giving some 
indication of 
the government's own approach to case management). 
While seeing 
case management as a means of managing some of the policy and 
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practice dilemmas of the time, and despite what he detected as 
expressions of preferred forms of case management in the DoH 
guidance, Challis (1994a) saw room for considerable variation in 
interpretation and methods of case management in the UK, due to its 
relative newness and lack of evidence to date on outcomes. These 
variations extended across case manager role, case manager 
designation, case management users and management issues such as 
prioritization and the allocation of responsibility to appropriate levels 
within the manager-practitioner structure. A reading of the "official" 
literature (DoH 1989a, 1990a, DoH/SSI 1991a &b), with its tendency 
to ambivalence, at least partially explains such differences, which 
were also picked up by a number of commentators (Papadopoulos 
1992, Peck et al 1992, Orme and Glastonbury 1993, Challis 1994a, 
1994b, 1994c). 
These issues of theoretical debate over assessment and case 
management in general, and of case manager designation and levels of 
responsibility in particular, became a testing ground for actual 
practices in much empirical research. Generally, findings were not 
encouraging. Even arrangements for assessment, the mandatory 
element of the new care arrangements, took longer than anticipated to 
mature. "Official" sources noted early on that case managers were 
heavily loaded with new referrals and had reduced time for therapy 
and counselling (SSI/RHA 1993b). By the second half of 1994, 
although assessment arrangements were "maturing", there still existed 
- even evidenced in self-assessment -a service-focused response 
(NHSE/SSI 1994). Caldock's (1993) survey of practitioners in 1991 
was something of a prognosis of this evidence, which she ascribed to 
the poor quality of guidance on the subject: 
"Despite the plethora of recent documents on the subject, it is 
very clear that many central issues and questions about who 
should assess and how they should assess remain unsolved and 
unclear in the minds of practitioners" (Caldock, 1993, p. 144) 
Part of the problem of assessment lay in the (previously noted) 
difficulty of reconciling a system essentially focused on the individual 
(the "case"), with a need also to serve a local population. Lewis and 
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Glennerster (1996) commented on the lack of guidance on how to 
make aggregate needs manageable by linking the "macro" to the 
"micro" and the "top-down" with the "bottom-up" approach. North's 
(1997) study of health commissioning bore this point out; this noted 
the contrast between "the Health Commission (which) was obliged to 
assess needs of the local population", and "the care management 
model adopted by the SSD Services (which) focused on individual 
needs" (p. 381). It is interesting that, once again, case management 
here is automatically assumed to be a social services responsibility. It 
is also interesting that one of the main barriers to its effectiveness 
appears to lie in poor interagency integration. 
But if part of the problem with assessment lay in the different levels of 
need due to different agency structures, it also lay in the differences 
between the levels of professionals within an agency. The 
observations made above about poor interagency work at the field 
level compared to the management level (Caldock 1993, NHSE/SSI 
1994, Lewis and Glennerster 1996) was also true about knowledge 
and perceptions about assessment and case management. Caldock 
(1993) and Henwood (1994) both found contrasts here, though the 
local Interchange project described by Titterton (1994) did reveal a 
more positive picture, with a recommendation that skills and 
commitments at all levels were a pre-requisite to success. 
Interpretation of the case management role within community care 
demonstrated as much variation in practice within these studies as the 
theoretical debate had forecast. For example, the SSI/RHA (1993b) 
study found that initiatives were divided between those seeing case 
management as a process, involving a range of staff, and those seeing 
it as a function, performed by individual case managers. Meanwhile 
the NHSE/SSI (1994) monitoring found that in some instances 
eligibility criteria were used, while in others case management was 
made available to all. The extent of separation between assessment 
and case management also varied considerably. Whether these points 
should be seen as inconsistency, or an ability to adapt to local needs 
was not made clear. 
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Case manager designation, not surprisingly, tended to favour a social 
service orientation, though community nurses were sometimes a 
minority in the role (SSI/RHA 1993b, NHSE/SSI 1994). The "dear 
colleague" letter accompanying the SSMA (1993b) monitoring 
suggested that, in the light of the initial experiences of community 
care, the government still maintained its stance on the appropriateness 
of health professionals, including community nurses, in the case 
manager role (DoH, 1993). Also still under debate following initial 
findings was the desirability of users and carers as case managers 
(NHSE/SSI, 1994) and whether case management demanded 
distinctive skills of its own, rather than being seen within a social 
work (or other professional) perspective (Henwood 1995, Rachman 
1995). 
Management issues highlighted in the studies revealed problems with 
case reviews (SSI/RHA 1993b, NHSE/SSI 1994), the effect of change 
in terms of insecurity and anxiety (Caldock, 1993), and the need for 
appropriate training for case managers (DoH, 1993). General 
conclusions about the success of case managment were mixed. 
Robinson and Wistow (1993) felt that, by the time of their study, case 
managers were beginning to make a difference by buying services for 
individuals. Others were less enthusiastic. For Richardson and 
Pearson's (1995) 37 study participants "the concept and reality of care 
management, so central to the community care reforms, was non- 
existent" (p. 286), while Marshall (1996) wrote scathingly of how the 
concept had affected mental health: 
"Case management, a practice with little justification, has 
displayed an astonishing ability to flourish in an age of 
evidence-based medicine" (p. 524). 
More detailed evidence related to this issue is examined in section 1.5. 
1.3.6. Post community care? - the modernisation agenda 
From the time of the accession of the Labour Government in May, 
1997, there emerged a change in the vocabulary of health and social 
care policy. "Community care" and "case/care management", as 
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terms, were less in evidence, though this did not imply that the 
concepts and ideas behind them necessarily disappeared overnight. 
Rather, it may be argued that they survived within a different rhetoric, 
and the following examination of the more recent literature will test 
this view. 
With major criticisms and doubts surrounding the ability of policy 
ideals, based on a needs-led service, to be matched by reality, "New 
Labour" issued a White Paper on the National Health Service (DoH, 
1997) announcing the abolition of the internal market, now seen to 
lead to divisive and fragmented services, and its replacement by 
"integrated care" (DoH, 1997, para. 1.3), based on partnership. 
Among the proposed changes was the development of local Health 
Improvement Programmes (HIPs) by all those agencies charged with 
planning and providing health and social care services, and the 
formation (in England) from April 1999 of local Primary Care Groups 
(PCGs), with GP and community nurse representation, charged with 
responsibility, devolved from Health Authorities, for commissioning 
health care at a local level. It was envisaged that, in due course, PCGs 
would apply for trust status, becoming responsible for the provision, 
as well as the commissioning, of health care. The White Paper was 
followed up three years later by the NHS Plan (DoH 2000), a 
document promising significantly increased investment in the NHS, 
including an extra 20,000 nurses, with greater opportunity to extend 
their roles, and the creation of care trusts out of pooled health and 
social care resources, which would enable the commissioning of care 
by a single organization. 
These new developments raised two major issues in terms of the 
durability of case management in general, and community nurse case 
management in particular: the organization of budgets and resource 
control, on the one hand, and the effectiveness of interagency working 
on the other. Firstly, the potential commissioning role of community 
nurses was largely welcomed. The fact that the presence of nurses on 
PCG boards was mandatory prompted an enthusiastic response from 
community nursing organisations, with the Royal 
College of Nursing 
(RCN) commenting that the White Paper (DoH, 
1997) "puts 
community nurses firmly in the driving seat" 
(Young, 1998, p. 8) and 
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that "the time has come for community nurses to bring their skills, 
knowledge and experience to health commissioning" (p. 9). With this 
in mind, the organization produced guidance, identifying the skills and 
knowledge community nurses needed for their new commissioning 
roles (RCN, 1998b). Similarly, the Community and District Nursing 
Association (CDNA) encouraged its members to "lay hold of the 
golden opportunity for our profession to take a central part in 
identifying local need and commissioning services" (Ballard, 1998, 
p. 4) and produced its own guidance to that end (CDNA, undated). 
At face value, it would appear that the increased involvement of 
nurses in the PCG/commissioning arena would also strengthen their 
role in case management, where one of the central roles of the 
Govemment-preferred entrepreneurship model is, as previously noted 
(section 1.1.3), that of purchaser. However, this may be an over 
simplistic view. Kaufman (1998) has cited a number of potential 
restraining forces which may hinder nurses in this role, including the 
lack of specialist knowledge and skills in financial management, 
resource allocation and marketing, which would be a prerequisite for 
entrepreneurial case management. More importantly, Kaufman 
(1998) has pointed out that "commissioning is a strategic activity" 
(p. 35), indicating, as did Antrobus (1999), that PCG nurses would be 
focusing on collective health needs of populations, rather than on the 
individual focus of case management. Further, Santry and Clark 
(1999) found the selection process for PCG board membership in one 
English region favoured service managers over nurses directly 
involved in primary care, who would be more likely to be in the case 
management role. 
The second, and related issue emerging from the new reforms, and a 
feature of effective case management, is that of interagency 
collaboration (including joint commissioning) to produce "joined-up 
health care" (Primary Nursing Care, 1999, p. 5). The need for 
integrated care was also stressed in the White Paper on Social 
Services (DoH, 1998a) and would involve partnerships between 
community nurses, GPs and also Local Authorities, 
in what Klein 
(1998) has described as "in effect, managed care organizations" (p. 
27), already noted to have affinities with case management 
in North 
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America (section 1.2.4), where the responsibilities and roles of nurses 
have been widened. Rummery (1998) found, in research conducted 
even before the publication of the 1997 White Paper (DoH, 1997), that 
successful models of joint commissioning already existed, based on 
either the locality/area, practice, or individuals. This latter was found 
to be the most common model and allowed for members of the 
Primary Health Care team to "carry out some of the assessment and 
case management functions themselves" (p. 433). This practice was 
obviously supported by the Government's own Partnership in Action 
discussion document (DoH, 1998b), which included examples of good 
practice in joint commissioning, where case managers were described 
as being drawn from social or health services (which included 
community nurses) and where there was also a clear separation of case 
management and service management roles. It was also largely 
supported, along with the enabling legislation - the Health Act 1999 - 
by the nursing profession and its commentators. Examples of good 
partnership practices appeared in the nursing press to illustrate the 
new flexibility, which would enable nurses to work for social service 
departments without losing their professional identity - an issue for 
many nurse case managers under the old legislative framework. 
Thus, again, it would appear that problematical issues which had 
hindered the development of nurse case management were being 
resolved. , However, notes of caution were also being sounded; George 
(1998), for example, while welcoming the proposals, commented that 
"the Berlin Wall has still not come down" (p. 13), while Rummery 
(1998), notwithstanding the positive practices found within her 
research, noted a number of barriers to primary care level joint 
commissioning, and found a major frustration for both front line 
professionals and service users was the failure to coordinate the 
planning and providing of services on the ground. Meanwhile, Klein 
(1998) warned prophetically that "the door of opportunity opened up 
by the White Paper may, therefore, slam shut unless the nursing 
profession acts quickly and assertively" (p. 27). 
However, as within the initial community care legislation, it is, 
perhaps the mental health field that provides the most complex 
outworking of the "modernisation" agenda, in view of its separate 
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legislative and policy framework. The White Paper on modernising 
mental health services (DoH, 1999a), while stating surprisingly 
explicitly that "community care has failed" (p. 29), continued to 
reaffirm, within its new vision for integrated care focused on 
individual needs, that "the principles of care management and the Care 
Programme Approach (CPA) are an important part of the 
Government's strategy" and included thorough assessment and 
coordination by a "key worker" (p. 46). However, unlike the 
impression given in the Partnership in Action agenda (DoH, 1998b), it 
appeared that, while the CPA was seen as a health responsibility, case 
management was described as being within the domain of Local 
Authority social service departments (though a promise to work 
towards integration of the two concepts may have aimed to lessen this 
distinction). 
Reaction to the proposed mental health legislation was one of muted 
optimism. One commentator (Wood, 1999) agreed with the 
sentiments about community care being discredited, but prefaced 
support for the proposals with the point that one criticism levelled 
against the policies of the current Government was that they simply 
"repackaged versions of strategies developed previously by the 
Conservatives" (p. 44). However, Wood (1999) also saw an enabling 
opportunity for case management and the CPA to be integrated, to 
allow "coordinators" (p. 45) to arrange packages of care, and suggested 
that "this type of care management should be linked to a form of 
assertive outreach... to provide intensive community support" (p. 45). 
A number of pilot schemes of effective mental health care were cited 
in support of these proposals, as, indeed, was the case with the 
appearance of the National Service Framework for Mental Health 
(DoH, 1999b), which also proposed better integration of the CPA and 
case management. McMillan (2000), for example, cited a unified 
approach to mental health in Somerset, where staff who formerly 
worked within social service departments or one of the two National 
Health Service trusts, now worked in partnership. 
Overall, the policy of "New Labour" represented an apparent shift in 
direction regarding community and primary health care. But, while 
there was acknowledgement that some of the older legislation was not 
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working, its new proposals appeared to embrace, even if not 
explicitly, the ideals of case management and its continuation, albeit 
under a different guise. In particular, the Government's proposals for 
community mental health, and for other ways of developing and 
expanding the nursing contribution - for example the new Primary 
Care Act pilots (DoH/NHSE, 1997) - certainly made this possible. 
Like the Audit Commission's (1999) recommendations for the reform 
of the district nursing service, integration and flexibility of care 
provision - issues which had been a prominent feature over the history 
of nursing case management and its literature - were likely to become 
much. easier. 
1.3.7. Summary 
This section further addresses the first aim of the review. 
-, The UK social policy context in the late 1980s and early 1990s 
displayed many of the characteristics of the North Amenican scene 
prior to the introduction of community care and case management (for 
example deinstitutionalization, concern for certain client groups, cost 
containment and service fragmentation). 
- The literature covering community care in the UK can be 
categorized according to its source and timing. "Official" 
(Government sponsored) literature was often inconsistent in its Pre- 
implementation guidance, but generally positive in its (post- 
implementation) monitoring. Independent literature was often more 
cynical in its approach to implementation and critical over specific 
issues based on experience of implementation and, later, research. 
* Concern over "implementation deficit" (Tmobranski, 1995) - the 
failure of practice to match up to policy ideals - was, to some extent, 
borne out in the evidence. This occurred in a number of different 
areas including resources/funding, user involvement and choice, 
interagency collaboration, models of case management, levels of 
responsibility (national/local/individual) and levels of focus 
(community/individual). 
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,s The role of community nurses within community care was unclear 
and the profession displayed reactions ranging from pessimism to 
optimism. 
e With the change of Government in 1997, community care and case 
management appeared to be dropped from the policy vocabulary. 
However, new legislation also promoted those values conducive to 
both case management and the development of community nursing 
which had hindered progress in the past. 
1.4 Case management, nursing and professional issues 
1.4.1 Introduction to section 
Any debate about the compatibility between nursing and a related 
construct may be addressed through a comparative analysis of the two 
sets of ideals and practices along certain parameters. This section will 
review literature on the nature of nursing in terms of: theory and 
practice development; systems and processes; values and hallmarks; 
tasks and skills; and professional issues. This corresponds, in part at 
least, to the ways case management may be analyzed, as identified at 
1.1.3. Consensus evidence will then be compared with that relating to 
case management as discussed in the previous section, and thus form 
some conclusion regarding the potential for the one to inform and 
advance the other. 
1.4.2 Theory and practice development 
Much literature on theory development refers to the complexity of 
nursing (Bower 1992, RCN 1993a) and to the relative "invisibility" of 
its practice (Ong 1991, Wright 1995) making it difficult both to define 
and to analyse. Millard (1995) has ascribed this to the fact that 
nursing has no specific knowledge base of its own, though the fact 
that it draws from many disciplines may also be seen as a strength, 
making it more responsive and adaptable to change. Millard's view is 
at least partially shared by others. Indeed, contextual change has been 
seen in much of the literature as one of the most influential features of 
recent years to shape the way nursing has evolved (DoH Nursing 
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Division 1989, NHSE 1993, CNOs 1993, Joint Committee 1997, 
Kitson 1997a, Luker 1997). 
However, the extent to which Millards's optimism about nursing's 
evolution is shared varies and reflects both authorship, in terms of 
professional orientation (management, practice, academic, specialism) 
and also possible "hidden agendas". One stance is illustrated in the 
spate of national publications from the time of the NHS and 
community care changes, and emanating either from the government 
or the profession itself, which painted an extremely positive, forward- 
looking picture. This is evident in the rhetoric of publication titles and 
language: "New World, New Opportunities" in an 'Vxciting" future 
(NHSE, 1993); a "Vision for the Future" of how nurses can contribute 
to the "challenging" agenda for the future (NHSME, 1993); a call to 
"shape" the future (CNOs 1993 - the so-called "Heathrow Debate") 
and a "Celebration of Nursing" (Joint Committee, 1997). Although 
these publications often listed what was considered to be central 
characteristics or components of nursing, there was little attempt to 
engage in any theoretical debate, and Wright (1994) has commented 
on the charge levelled against one of these (NHSME, 1993) that it was 
too political and concerned with the government's. rather than a 
nursing, agenda. 
Another stance is illustrated in the number of nurse academics and 
professionals who have offered more analytical commentaries on the 
development of nursing, both in the past and for the future. Luker 
(1997) has dated the development of the conceptual origins of nursing 
from the early 1970s, when academic departments of nursing began to 
be influenced (as was case management) by ideas and theorists from 
North America. This led to a "plethora of nursing theories" (p. 261), 
with a mission to identify the unique function of the nurse. Lea and 
Watson (1996) saw these in terms of a quantitative/qualitative 
continuum of theories, ranging from that of Watson (1988), taking an 
extreme existentialist position, which argues for a holistic approach, 
through Leininger (198 1) and Orem (1980), to Gaut (1983), who took 
a reductionist view that nursing care could be broken down to 
behavioural tasks and thus analyzed. 
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The academic debate has tended to polarize around the extremes of 
the continuum and the related issues of who should, in fact, define 
nursing and which disciplines and subjects it should encompass. All 
of these debates provide some insight as to how nursing may relate to 
case management. Many nurses today (for example Rolfe, 1997) 
support the view of Benner (1984), who argued that theory should be 
derived from, and also inform, practice and experience. Indeed, there 
is no shortage of recent work endeavouring to uncover the nature of 
nursing knowledge or nursing expertise using just this approach (for 
example Lawler, 1991, Cutliffe, 1997). This argument that nursing is 
defined in terms of whatever it means to individual practitioners 
could, of course, defacto easily accommodate case management 
practices, but it is also this line of reasoning which Bradshaw (1995) 
has taken issue with in a critique of the phenomenological approach. 
Bradshaw argued that this paradigm, no less than the rationalist- 
empirical tradition , which has historically characterized nursing 
theory (Nolan and Chung, 1996), relies on hidden assumptions based 
on a supposedly universal "common sense" view of nursing. But such 
polarization is, perhaps, as unhelpful as the existence of Luker's 
(1997) "plethora of theories", and Brykezynska (1993) has suggested 
that nursing should re-examine the values of its past to see what is 
good and worth retaining, and what needs to be modified or 
abandoned. This resonates with Millard's (1995) comments on 
nursing's adaptability and would certainly make the assuming of new 
practices (such as case management) more acceptable. 
The related issue of underlying disciplinary theory has also changed 
over nursing's history. A foundation in "moral principles, religion and 
common sense" (Nolan and Chung, 1996, p. 46) has been replaced by 
an allegiance to scientific principles, though the question of which 
sciences should receive prominence continues to be hotly debated. 
Luker (1997) commented on the preponderance of psychological and 
physiological, rather than sociological, theories, though Lawler (199 
1) 
appeared to feel that sociology was over-represented and adopted an 
inappropriate "macro-level" focus. While it would seem to be true 
that the behavioural sciences have, in recent years, replaced an 
emphasis on the medical model, there is now concern that the 
biological sciences have been marginalized and should be reclaimed 
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as central to nursing theory (Torrance and Jordan, 1995). Either way, 
a basis of scientific theory would equip practitioners for case 
management if adopting an "intensive" or "clinical" model, though a 
r1micro" level approach has more in common with the case 
management focus. The adoption of a more administrative model of 
case management may be open to question. 
Finally, the issue of who should define nursing is also one of 
relevance here, as it appears this has not always been nurses 
themselves. Nolan and Chung (1996) have commented, in examining 
changes in mental health nursing, that, historically, nurses have had 
their work defined for them (largely by the medical profession, but 
also a range of other interested parties). Wright's (1994) observation 
that "Vision for the Future" (NHSME, 1993) has been held by some to 
be, like case management, largely politically influenced, suggests this 
is still the case, though Wright also made the comment that the 
document was produced with a "fair degree of consultation with 
nurses" (p. 31). However, a greater volume of theoretical literature has 
emanated from the hands of individual (again, largely North 
American) nurse academics (for example Henderson 1969, Rogers 
1970, Roy 1980, Orem 1980) though, because they tended to deal 
with broad theories, rather than the particulars of nursing, these 
neither prescribe nor prohibit the adoption of new ways of working 
such as case management. 
But a more recent trend is to value the views of those closest to 
practice itself - individual practitioners and even clients - in the 
construction of nursing theory, while, at the same time, aiming for a 
systematic body of knowledge. Nolan and Chung (1996) have 
suggested that today nurses have a greater opportunity to challenge 
the scientific bases of care and certainly the use of practitioner focus 
groups in order to achieve consensus statements is growing in 
popularity (Miller et al, 1996), while the views of clients are often 
featured in such undertakings (Ong, 1991, Miller et al, 1996). Yet 
there is also an impetus to underpin nursing theory with research, 
evidence-based practice and clinical effectiveness (Kitson, 1997), in 
other words, basing clinical decisions on scientific precedent and 
"what works", rather than opinion, however well argued. This being 
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the case, it is important to examine the effectiveness of new roles and 
practices, such as case management, as well as whether they appear to 
be in keeping with nursing ideals. This will be the focus of the next 
section. 
For the current debate, it would seem that a multi-perspective on 
nursing is needed, since, firstly, a single viewpoint will not always 
find agreement in others (for example clients and practitioners), 
secondly, values are not universal to all specialisms and, thirdly, 
ideals may be out of touch with actual practice (Bergen, 1999). 
However, there does seem to be general agreement on the need for 
nursing to adapt to changing contexts. As Sullivan (1998) has said: 
"A profession that fails to change its values and holds on to 
tradition and routine in the face of developing technologies, 
more knowlege, increased information and rising expectations, 
is a profession that is unlikely to survive in any recognisable 
form in the 21st century" (Sullivan, 1998, p. 38). 
1.4.3 Systems and processes 
The extent to which a profession can change and adapt depends, in no 
small measure, on the degree to which the system within which it 
functions is conducive to such change. A review of the literature 
suggests that nursing and case management, which are both 
essentially care processes, can operate effectively and mutually where 
professionals themselves are able to take control of these 
organizational systems and thus ensure practice equates to its ideals 
and objectives. 
Nursing has, for some 20 years, been seen in terms of a process, 
defined by its practitioners (Cowell and Swiers 1997, Walsh 1997). It 
has further been suggested (section 1.2.4) that, while case 
management has been variously regarded as a service, programme, 
role, system or technology, it, too, can most helpfully be seen as a 
process. In both cases, however, autonomy is limited by the 
overarching organizational characteristics. Clifford (1995) has 
commented that nurses must acknowledge that they are paid for what 
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they do and are subject to the controls imposed by the health care 
system. The point was also made by Savage (1995), with regard to 
local conditions, and Smith (1992) at the individual level. The extent 
to which case management has been similarly subject to policy 
dictates has been discussed at some length in the previous section of 
this review (section 1.3). Conversely, it has been noted, both in 
nursing (Bond 1993, Rodgers and Fry 1994, Morrish et al 1995) and 
case management (section 1.2.4), that it is important that appropriate 
structures and support are in place in order to ensure successful 
implementation. 
There is a wealth of literature testifying to the conflict which may 
occur between organizational constraints (such as high workload, poor 
management, cost containment) and ideal nursing practices (Smith 
1992, Perry 1993, Wade 1995, Kitson 1997a, Luker 1997). Again, the 
parallel tensions between case management ideals and government 
policy have already been noted (section 1.3). But Kitson (1997a) has 
suggested that nurses may rise above these constraints by taking 
control of nursing systems and must be involved at every level of 
decision making in health care, from strategic planning at national and 
international level to local groups. Her viewpoint would appear to be 
supported in other nursing literature, which advocates the active 
adoption of processes and new ways of working, which either rise 
above externally imposed constraints, or work within them through a 
new interpretation of the nursing role, without betraying its 
fundamental ideals. A number of these have been concerned with 
case management practices. 
One example of this literature is the work on primary nursing. Wright 
(1994) and Luker (1997) have both suggested primary nursing as a 
vehicle through which the government-imposed "named nurse" 
initiative (DoH Nursing Division, 1989) can be implemented. 
Further, a number of writers (Ford and Ryan 1992, Hancock 1992, 
Bond 1993, Waterman et al 1996) have detected similarities, as have 
some North American commentators (Knollmueller, 1989), between 
this mode of practice and case management, seeing the latter as but a 
logical extension of the former. In some literature the discussion has 
broadened out, commending the replacement of outmoded systems 
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with alternative, multidisciplinary systems, which may facilitate case 
management. These include managed care (Hancock 1992, Walsh 
1997, RCN 1997) and critical/recovery/care pathways (Barrett 1994, 
Walsh 1997), both of which have been previously discussed in the 
North American literature (section 1.2.4) 
But, although nursing (and particularly primary nursing) as a process 
would appear to have an allegiance with case management, there have 
been notes of caution sounded, which may impact upon its general 
uptake in practice. Bond et al (1991) have commented on the lack of 
clarity surrounding the term "primary nursing", which may be seen as 
both a philosophy and an organizational design. In particular, these 
authors have questioned whether it is an all-or-nothing concept, or one 
which can be dissected into different dimensions, reflecting a 
difficulty which has, of course, been observed in the interpretation of 
case management and its dimensions (table 1.2). This would make the 
implementation of either problematical. A further point has been 
made by Lyon (1993), whose review and analysis of the case 
management and primary nursing literature in North America noted 
distinct differences between the two. The main issue, and one not 
without significance in a "caring profession", is that direct patient care 
does not fit in with the traditional definition of case management. 
This issue will be further explored below. 
1.4.4 Values and hallmarks 
Cox (1993) has argued that values should determine practice and there 
have been many attempts to define what is variously termed the 
nursing constant (CNOs 1993, RCN 1993, Kitson, 1997a), cardinal or 
basic principles (DoH Nursing Division 1989, NHSE 1993) or core 
values (Joint Committee, 1997). Some definitions, such as those of 
Henderson (1969) or the definition of district nursing given in the 
1977 letter from the Chief Nursing Officer (CNO, 1977), have stood 
the test of time and support the theory of constancy. But Cox (1993) 
also suggested that nursing values should adopt a teleological position 
- the theory that it is consequences which should 
dictate whether an 
action is right or wrong, rather than Kant's "categorical imperative", 
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which classifies actions more by intrinsic characteristics. In other 
words, values and principles may change, a factor which may yet 
mitigate problems like that mentioned above of the direct patient care 
element of nursing being incompatible with case management. This 
tendency to change can be illustrated in a number of ways in nursing. 
One such way is the move over time from an emphasis on discrete 
tasks as the defining characteristic of nursing, to a focus on whole 
aspects of care, or holism, embodied in the so-called new nursing 
(Bradshaw 1995, Clifford 1995, Kitson 1997a, Luker 1997). This 
principle, too, may be subject to change; Ong (1991) has questioned 
the universal appropriateness of holistic care, while Luker (1997) has 
suggested that it may no longer be affordable in the current NHS 
climate of cost-efficiency, heralding a return to task orientation. 
Further, Wright (1995) has been prompted to ask whether there is now 
such a thing as "basic nursing", commenting on the way that "real" 
nursing is currently associated less with the fundamental caring skills 
than with acute, scientific, medical intervention. Other examples of 
changing emphases are the debate over whether nursing should focus 
on meeting needs primarily of individuals or populations (RCN 1995, 
Luker 1997), and whether it should care primarily for the ill (Torrance 
& Jordan, 1995) or the well also (CNOs 1993). 
It would seem, then that, as Warr et al (1998) have observed, there is 
no single enduring model of what constitutes nursing. However, like 
theory development, this absence of rigid frameworks could be said to 
facilitate the flexibility which allows the adoption of new roles and 
innovative approaches. Some of the more commonly cited of these 
diverse values and hallmarks of nursing are listed in table 1.2 and may 
illustrate its potential degree of adaptability to the essence of case 
management. 
One general comment to make based on this evidence is that there 
appears to be no intrinsic reason why nurses may not act as case 
managers, though there may be differences in emphases between the 
two practices, such as the more overt inclusion of social care and 
social service orientation in case management and its greater 
focus on 
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However, the aims, client groups, and the client, professional and 
service values and orientations share much mutual ground. It is 
particularly worth noting that nursing is now setting greater value on 
its focus (as with case management) on long term care of the elderly 
(RCN, 1993a), those with enduring mental health problems 
(Sullivan, 1998) and those with complex learning disabilities (Sines, 
1991). 
One issue which may militate against the assumption by nurses of 
case management, at least in name, is the long-standing allegiance to 
the title "nurse". Although the NHSME Value for Money Unit 
(1992) used the title care manager to describe the "G" grade 
community practitioner in an ideal skill-mix, Bentley (1993) has 
taken issue with this usage, feeling it would lead to confusion, being 
a title also used by social service workers. 
However, the CDNA (1995b) has noted what it considers to be an 
obsession with titles and labels, which has given rise to confusion 
(for example, between nurse practitioner and specialist and advanced 
practitioner). A survey by Carey (1995) revealed similar confusion 
but found little difference in practice. Certainly practising nurses 
themselves seem less precious about the title, at least in mental 
health, where the term "key worker" or "practitioner" is often 
preferred, irrespective of professional orientation (May, 1996). 
Indeed, there would seem to be support from many quarters for the 
idea of nurses being well suited to the case manager role from the 
perspective of its ideals and values. Sources of this support are 
detailed in table 1.3. 
1.4.5 Tasks and skills 
Despite a general agreement that nursing is ideologically compatible 
with case management, it must be acknowledged that some notes of 
caution have been sounded (for example George 
1993b, Thomas 
1994, Sisson 1995), raising the question of whether such ideals can 
be translated into practice. Indeed, the problem of the ideals- 
practice gap has been well documented (Lipsky, 
1980). One way of 
analyzing nursing/case management compatibility at the practice 
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level is to look more closely at the tasks and skills of nursing and to 
compare these with the core stages of case management as outlined at 
1.1.3. 
Table 1.3 Literature supporting compatibility between 
aspects of nursing and case management 
Source Aspect or perspective of nursing compatible 
with case management 
Alderman 1993 Cross training/patient focused hospitals 
Barrett 1994 Use of recovery pathways 
Bond 1993 Primary nursing 
Bower 1992 General nursing 
Brittian 1992 Community nurses, esp district nurses and HVs 
Brown 1989 Occupational health nursing 
Cohen & Cesta 1993 Managed care 
Cronin & Maklebust 1989 Clinical nurse specialist 
Currie & Harvey 1998 Primary nursing/use of care pathways 
Dawber 1997 Mental health nursing 
Ethridge & Lamb 1989 Professional nursing 
Ford & Ryan 1992 Multidisciplinary work, nursing process, primary nursing 
Gournay 1992 Mental health nursing 
Hancock 1992 Primary nursing 
Hatfield & Moharnad 1996 Mental health support workers 
Holzemer 1992 Use of Orem's model 
Hudson 1991 Community learning disability teams 
Kemp & Richardson 1994 Hospital/community interface eg district nurses 
Knollmueller 1989 Primary nursing 
Laurent 1993 General nursing 
Millard 1995 Practice nursing 
Noble 1998 Parkinsons Disease nurse specialist 
Petryshen & Petryshen 1992 Hospital nursing 
RCN 1997 Clinical nurse specialist 
Repper & Peacham 1991 Mental health nursing 
Rogers 1998 Practice nursing 
Ryndes 1989 Nurses' service knowledge 
Sandford 1995 Mental health nursing 
Sines 1991 Learning disability nursing 
Sisson 1995 District nursing 
Thomas 1994 Nurse purchasers 
Wood 1991 Elderly care nursing 
Worley 1991 b Nursing process 
This is not a simple undertaking; firstly, it must be said that, while 
case management may sometimes be seen in terms of a set of 
functions (Bower, 1992), nursing is usually considered to be more 
than this (RCN 1993a, 1995). Furthermore, there is a degree of 
overlap between what may be regarded as nursing skills and what is 
seen as its values and hallmarks (for example its health promoting 
aim, the therapeutic relationship, multidisciplinary collaboration/ 
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teamwork and purchasing). Finally, as already noted in discussing 
values, differences of opinion exist within the profession as to what 
skills and tasks legitimately fall within the nursing remit. 
In view of these difficulties, a helpful framework within which to 
analyze the literature may be the stages of the nursing process which, 
as Worley (1991b) has pointed out, are not dissimilar to the stages of 
case management. Skills and tasks will therefore be discussed under 
the general themes of targeting and assessmment; care planning; care 
delivery (including the issues of advocacy, collaboration, 
management and purchasing) and evaluation. 
Targeting those eligible for services has been described as a case 
management function (section 1.1.3) but is, perhaps, less of a feature 
of nursing literature. Hudson (1991) has described a "gatekeeping" 
role for community learning disability nurses, while the RCN (1995) 
saw the identification of priority groups and individuals as a function 
of the community health care nurse. But the related, pro-active 
searc for health needs, which is a characteristic of health visiting 
practice (Chalmers, 1992) has not been found to be so prominent in 
district nursing (Worth et al, 1995). 
Assessment has been almost universally accepted as a major skill in 
nursing since at least the time of the 1977 letter from the Chief 
Nursing Officer (CNO, 1977). It is certainly a component of the 
role of the primary or community health care nurse (NHSE 1993, 
RCN 1995), district nurse (NHSME Value for Money Unit 1992, 
Ross and Bower 1995) and nurse practitioner (Carey 1995, Briggs 
1997), though there may be differences in the interpretation of what 
assessment entails (for example the nurse practitioner assessment 
includes an element of physical examination and diagnosis). There is 
some evidence of nursing assessment moving towards a case 
management model in the light of community care changes. These 
include examples of assessment of elderly people for nursing home 
placement (Gilbert 1993, RCN 1998a), joint assessment (Korczak, 
1993), nurses as lead assessors (Carlisle, 1992) and nurses as 
financial assessors (Knollmueller 1989, Kelly 1997). Assessment 
protocols and tools are also often locally determined (Ross and 
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Bower, 1995). However, there is also evidence of difficulty in 
maintaining the holistic ethos in the reality of community nursing 
(Ong, 1991) and in seeing assessment as a separate (from provision) 
entity as envisaged in the community care legislation (Bergen et al, 
1996). Kelly (1997) also felt that responsibility by nurses for 
financial assessment had a negative impact on the therapeutic 
relationship. 
Care planning, though generally accepted as a nursing skill (Ethridge 
and Lamb 1989, Hancock 1992, Cowell and Swiers 1997) is less well 
documented in the literature. However, the Heathrow Debate 
(CNOs, 1993) described a role for nurses in the development of 
"programmes of care", while Ovretveit and Davies (1989) also 
turned to different terminology, referring to the work of learning 
disability nurses with individual programme plans. The essence is 
probably the same, and certainly reminiscent of the case management 
vocabulary, though Wallum (1995) found that care plans were not 
generally read or used effectively in nursing. 
Care delivery is becoming perhaps the most contentious debating 
ground in nursing, as it is in case management. Traditional 
definitions of nursing tended to see the profession in terms of 
various aspects of the care provided. For example Henderson (1969) 
emphasized activities of promoting health, recovery, independence 
and rehabilitation, and preventing ill-health. More recent literature 
has seen these activities as only a part of the nursing role (NHSE 
1993, CNOs 1993, CDNA 1995b, RCN 1996), while others have 
questioned the need for professionals to be involved in actual therapy 
at all; Ethridge and Lamb (1989), for example, referred to 
flactivating intervention", implying indirect involvement and Bond 
(1993) similarly wrote about having responsibility for care while not 
necessarily being the actual provider. Cronin and Maklebust (1989) 
felt care delivery to be difficult in combination with a case 
management role, while the NHSME Value for Money Unit (1992) 
suggested only the care practitioners, as opposed to "G" grade care 
managers, should deliver care. Hunter (1988) agreed that nurses are 
usually service providers and suggested that they may experience 
difficulty in remaining sufficiently independent to perform an 
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advocacy role, overplaying the importance of nursing care to the 
possible exclusion of other necessary support. 
Nevertheless, clinical expertise appears to be valued even in the 
context of some models of case management (Petryshen and 
Petryshen, 1992) and has been found to be particularly highly rated 
by patients (Torrance and Jordan, 1995) and nurse practitioners 
(Briggs, 1997). In addition, a number of more expressive, 
relationship-centred skills are mentioned in the nursing literature, 
such as communication (Repper and Peacham 1991, Wright 1995 
Cutliffe 1997), teaching (CNOs 1993, Bentley 1993) and counselling 
(Knollmueller 1989, Repper and Peacham 1991). Torrance and 
Jordan (1995) found that nurses themselves rated highly these 
supportive/affective behaviours, somewhat akin to the "presencing" 
of Benner's (1984) expert nurse (RCN, 1996). Relationship skills 
are also fundamental to a clinical model of case management 
(Worley, 1991 a). 
One function related to service delivery widely held to be a nursing 
responsibility across specialisms, and also a basic feature of most 
models of case management, is the coordination of service inputs 
(Ovretveit and Davies 1989, Ethridge and Lamb 1989, Hudson 1991, 
Hancock 1992, Kemp and Richardson 1994, Hatfield and Mohamad 
1996). The RCN (1993a, 1993b) has suggested that nurses caring 
for the elderly are ideally placed to be "key networkers", however 
the evidence suggests that multidisciplinary collaboration has a poor 
record at the service delivery level (Higgins et al 1995, Sibley 1997), 
which militates against the implementation of such mandatory 
functions as joint assessment (Korczak, 1993). 
More debatable as a nursing responsibility is the role of advocate. 
While some commentators have argued this to be within the nursing 
remit (Thomas 1994,, Cutliffe 1997, Joint Committee 1997), others 
have noted the potential for a conflict of interest here (Dyer 1991, 
Morrison 1991 , Marshall 
1991 , 
Sutor 1993) for much the same 
reasons that it has been seen as problematical in case management 
(Orme and Glastonbury, 1993). Mallick (1998) found these 
contradictions reflected in a series of semi-structured interviews with 
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nurse leaders in the UK, who agreed that advocacy was integral to 
the moral value system of nursing, but objected to the 
professional isation of the role. Further, it has been suggested that 
the lack of a uniform definition of the concept has given rise to 
confusion (Bennett, 1999). 
Skills in management of both care and people have been more 
uniformly promoted as essential in a number of nursing specialisms 
and settings, for example primary health care nursing (NHSE, 1993), 
district nursing (NHSME Value for Money Unit 1993), leaming 
disability nursing (Ovretveit and Davies, 1989), nurses working in 
nursing homes (RCN, 1996) and nurse practitioner work (Ong 1995, 
CDNA 1995b). The managerial emphasis in case management has 
previously been noted (section 1.3.5. ) and expertise here has been 
seen to suit nurses to this role (Cohen and Cesta, 1993), particularly 
if adopting a service brokerage model (Worley, 1991a). 
It has been suggested above that carrying out financial assessments 
may not be readily accepted by nurses, a stance which may suggest a 
similar reluctance to become involved in purchasing strategies (and 
case management was, of course, emphasized very much as a 
purchaser function in UK government policy). However, the 
literature is variable here. Murdock (1995) has commented on the 
inexperience of mental health nurses in marketing and business 
planning and Thomas (1994), while suggesting the involvement of 
nurses in micro-purchasing (as in case management) to be essential, 
felt that this could be problematical where nurses are employed (as is 
usual) by providers. However, Mackereth and Wright (1994) and 
Benton (1995) have seen opportunities for nursing input into 
purchasing and commissioning, and both the RCN (1997) and Kemp 
and Richardson (1994) described a legitimate nursing role in the 
mobilizing and coordination of resources. 
Finally, evaluation and monitoring care appear to be assumed aspects 
of nursing, often quoted as the last stage of nursing process-type 
skills (CNO 1977, Ethridge and Lamb 1989). More recently there 
has been a suggestion that nurses should take on an economic 
evaluation of their work (Gournay and Brooking, 
1991). However, 
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details of evaluation in practice are less well documented and if the 
"implementation deficit" which Tmobranski (1995) noted in 
community care is also a feature of nursing, this may account for the 
lack of detail. 
As a post script to the consideration of nursing skills, the issue of 
educational preparation for their practice perhaps warrants further 
attention. At the time of writing, community nurses in the UK 
qualify under the UKCC's guidelines as specialist practitioners at 
first degree level (UKCC, 1994), while a proposed regulatory 
framework for higher level practice (HLP) is being pilot tested and 
validated (UKCC, 2000). Both the skills anticipated for community 
nursing in the future and the characteristics of HLP (UKCC, 1999) 
appear compatible with a case management role (in particular a 
clinical model of case management) and Reveley and Walsh (2000) 
have implied that this should be incorporated into current BSc level 
curricula. This is also comparable with the North American 
advanced level practice/clinical nurse specialist, which has been 
associated with the case management title, though it appears that 
preparation for this role is increasingly moving forward to master's 
level (Cronin and Maklebust 1989, Conger 1999). 
1.4.6 Professional issues 
A number of hallmarks of professionalism have been noted as 
increasingly important to nursing and, to a lesser extent, to the 
present state of case management in the UK. These include 
accountability, evidence-based practice and research, quality 
assurance, practice development, policy contribution, professional 
development and supervision (table 1.2). One professional issue 
worth exploring in more detail, in view of its importance to the 
effective functioning of community care in general, and case 
management in particular, is that of interagency collaboration and 
the associated definition of professional boundaries. 
Much literature of the 1990s has variously described professional 
boundaries as a "fine line" (Joint Committee, 1997), "bluffed 
division" (Leifer, 1997) or "fluid" (Warr et al, 1998), in view of the 
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so-called "grey areas" (Carlisle 1992, Higgins et al 1994a) or 
"overlap" (Goumay, 1992) between health and social care roles. 
Millard (1995) has described how acting as a case manager felt at 
times more like social work than her professional district nursing 
background. There has also been much discussion around the issue 
of "substitution" of one discipline for another (CNOs, 1993), for 
example between doctors and nurses (Luker, 1997) and between 
community psychiatric nurses and approved social workers (Huxley 
and Kerfoot, 1993). Gournay (1992) has even suggested that mental 
health nursing may follow the pattern of learning disability nursing, 
where such overlaps have led to these professionals feeling a need to 
justify their own existence. 
On the other hand, much has been made of the so-called culture gap 
between different care professionals, which would appear not only to 
defy the claim to "blurring" of roles, but also to make collaboration 
less likely. Worth et al (1995) have described how social workers 
have difficulty in understanding the work of district nurses, while 
Hudson (1991) has highlighted the differing value systems, priorities 
and lack of understanding between members of community learning 
disability teams. In Croydon it was thought necessary to draw up a 
charter defining the respective responsibilities of nursing and social 
care staff in the community, since "the interface between social 
service providers and health providers had all but stopped because of 
the new care management role" (Brothwood, 1997, p. 19). An even 
more complex picture has been painted by Higgins et al (1994b), 
who have observed that there is not one health culture and one social 
service culture, but several, and that a particular health service role 
might have more in common with social work than another in health. 
Moreover, Higgins et al (1994b) also claimed that professionalism is 
differently manifested in health and social care; for example district 
nurses are trained to encourage independence, while home care staff 
are trained to "make people comfortable" (p. 273). In this light the 
issue of transferable skills is less easy and, argued Higgins et al 
(1994b), an occupational therapist background might not be 
acceptable for a manager of health visiting services. Such a scenario 
may prove not unlikely in case management. 
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This issue of interagency relations and differences is important for 
nurses at a time when the whole subject of professionalism is under 
debate, if not under threat, and will have a bearing on its readiness to 
adapt to new roles such as case management, which may not 
currently be regarded as professions. On the one hand, proponents 
of professionalism like Rodgers and Fry (1994) have argued that 
"the ability to practice distinctive professional skills is important to 
professionals' status, identity and values" (p. 26), and Luker (1997) 
has further argued that "new nursing" itself could be viewed as a 
professionalization strategy. On the other hand, a number of 
authorities have argued, like Lipsky (1980), that a model of 
professionalism is not necessarily the way forward. Shaw (1993) has 
noted a general thrust in government policy to deregulate areas of 
professional activity such that membership of a profession will not 
necessarily mean that an individual satisfies a particular job 
specification. The advent of NVQs was cited as an example here, 
posing a threat to related professionals. The dominant cultures of 
managerialism. (Hatfield and Mohamad 1996) and the market (Bovell 
et al, 1997) have also been seen as de-emphasizing professional codes 
and values in favour of efficiency and productivity. 
Either way a response is called for from nursing and its corporate 
reaction could indicate how readily it both serves its clients and 
embraces a case management model of practice in the current 
climate. A range of such responses has appeared in the literature. 
At one extreme Rodgers and Fry (1994) have suggested that in times 
of uncertainty professionals may feel a need to defend their 
territory, such that the "grey areas" are shunted around at a cost to 
users. Wright (1995) has commented that "when arguments rage 
about professional boundaries, it is more often about who has power 
over whom than which activities are in the best interest of patients" 
(p. 27). Similarly, Worth et al (1995) argued that attempts to assign 
health and social needs to precise categories does not address the 
problem of meeting clients' needs which fall at the boundary of 
health and social care. The point is supported by Sines (1991) in his 
advocacy of a case management approach to overcome the limitations 
of such strict demarcation lines. But, given a general feeling of 
fear 
of role erosion by some community nurses (Brittian 
1992, Morrish 
70 
et al 1995) it has been suggested that, together with the financing of 
health care, there are reasons to suppose it may be difficult for non- 
social workers to become case managers (Morrish et al, 1995). 
A "middle-range" scenario might envisage nurses adapting, albeit 
reluctantly. The Celebration of Nursing, Midwifery and Health 
Visiting (Joint Committee, 1997) noted an expansion in the nursing 
role, even though this was ascribed to pressure from the reduction in 
junior doctors' hours. Millard's (1995) district nurse-case manager 
role, referred to above, though viewed with scepticism and fears for 
their own jobs by colleagues and social workers, also gave rise to 
optimism in others. The NHSE (1993) further endorsed this 
optimism in its observation that, though there have been power 
struggles in the past, these were being replaced by an approach to 
care based on ongoing interprofessional respect and understanding. 
Finally, at the opposite extreme of the range of responses there exist 
several examples of change and role development which may well 
accommodate case management. The difficulty in changing practice 
brought about by the need for certificates in order to extend nursing 
skills (Briggs, 1997) has been much ameliorated through the 
enabling Scope of Professional Practice (UKCC, 1992a) which has, 
to a certain extent, "legitimized substitution" (Luker, 1997, p. 264). 
Repper and Peacham (1991) have posed the question of whether 
nursing skills are, in any case, a professional monopoly, while 
Benton (1995) has suggested the way forward to be in relinquishing 
highly specialized roles in favour of the generalist role, in order to 
reclaim holism. A logical extension of this may be the hybrid social 
service/health worker which Carlisle (1992) has predicted will 
evolve to meet complex needs. Much literature in the UK, as well as 
North America, has focused on the need to invest resources into 
educating nurses to take on the case management role (Intagliata 
1982, Cronin and Maklebust 1989, Bower 1992, Kemp and 
Richardson 1994, Hatfield and Mohamad 1996) and Millard (1995) 
has suggested there needs to be a recognized course and qualification 
for case managers to protect the professional integrity of those from 
a wide variety of professional backgrounds. 
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So it appears that nursing has at least the potential to adapt and 
transcend professional boundaries, though there are indicators, too, 
that it is concerned not to relinquish its enduring hallmarks from the 
past. As Leifer (1997) has said: "there will be people called nurses 
walking around wards in 20 years time, but there will also be people 
called nurses doing lots of other things as well" (p. 20). This may 
augur well for potential nurse case managers. 
1.4.7 Summary 
This section addresses the second aim of the review. Nursing, as 
both theory and practice, is difficult to define, though definitions of 
its essence have been attempted by policy makers and academics. 
Arguments for its potential compatibility with case management may 
be both supported and rejected in the literature on a number of 
grounds (see table 1.2). If nursing is to embrace the case 
management role, the way forward appears to be best served where 
nurses are able to take control of organizational systems, thus 
promoting a match between ideals and objectives, and also where 
professional boundaries are transcended without relinquishing the 
traditional hallmarks of nursing. 
1.5. UK community case management projects and research 
1.5.1 Introduction to section 
Despite the argument for at least a potential compatibility between 
nursing and case management in both theory and practice, it was also 
suggested at the start of this review that the usefulness of any model 
of care will further be influenced by its ability to benefit patients and 
clients. In other words, research evidence should point towards 
clinical effectiveness, in addition to "best practice" in terms of process 
and implementation issues. 
Reviews of the world literature (mostly North American based) on 
case management suggest, however, that it is lacking in consensus 
regarding outcomes, is difficult to assess comparatively, and has 
dubious applicability outside the research setting (see section 1.2.6). 
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Marshall (1996), for example, has reported that, while twelve of the 
thirteen randomised controlled trials (RCTs) of "assertive" case 
management he located found it to be beneficial compared to routine 
care, all but one of the trials of "standard" case management he found 
had negative findings. On this basis Marshall (1996) questioned the 
way British community care policy has become biased towards this 
model of care. Kemper et al (1987), meanwhile, in a discussion of 
different methods of researching case management across sixteen 
North American demonstration projects, noted the difficulties in 
comparing across even the RCTs he described (largely because of 
finding suitable outcome measures). Poor conceptual outcomes was 
also one reason ascribed by Ryan et al (1991) to the difficulty of 
assessing research in this area. Further, these authors commented on 
the abundance of "no change" outcomes as a result of using traditional 
medical expectations inappropriately for long term patients. Other 
factors they noted include: poor descriptions of studies, the variety of 
case management models used and problems isolating the effects of 
case management in those for which it formed only one element of 
change. 
Clearly there is a need, not only for further research, as Intagliata 
(1982) has suggested, but also for reviews to be more locally based. 
Notwithstanding the difficulties enumerated above, this section will 
analyse a selection of British case management project evaluations, in 
order to further these aims. Although selection has majored on the 
larger, better known projects, for their comprehensive coverage, a 
small number of lesser, "mainstream" projects have been included for 
the additional light they cast. The section will be prefaced by a 
consideration of previous reviews of such literature. 
1.5.2 Previous reviews 
Nine reviews of case management in the UK between 1988 and 1996 
were located, which varied in focus, detail and coverage (table 
1.4). 
These were mainly written as reviews in their own right, though some 
constituted prefaces to, and/or included, the author's own research 
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Research in this area appears to have been slow to develop. Pilling 
commented in a relatively early (1992) review that there was very 
little published material on the "experimental" case management 
projects in the UK, while by 1994 Challis (1994b) was still making 
reference to the relative newness of much of the work. However, by 
1996, Phillips and Penhale were able to detect three waves in the 
literature: the early publications on the topic, mainly from the 
PSSRU, with an academic focus; the Department of Health literature, 
concerning implementation of case management arrangements; and 
the more critical literature, focusing on the difficulty of applying 
theory to practice. 
Challis (1994b) felt that, ideally, 
provide information about model 
studies subject to review should 
of case management, 
operational/clinical processes, outcome and costs, though it was not 
always possible to use such stringent criteria. A number of the 
reviewers have commented on these issues across the research. 
Beardshaw and Towell (1990) found that models of case management 
were not distinct in practice, but a number of "process" themes 
emerged. These included interprofessional rivalries (also noted by 
Pilling, 1992) and the process of change, occuring at three major 
levels - agency, professional and front line staff. Regarding 
outcomes, Pilling (1992) commented that outcome measures in a 
number of studies has suggested that case management made little 
difference., while others showed a marked contrast to conventional 
care -a situation which the reviewers felt could be ascribed to 
different user groups. 
Few methodological critiques appeared in the reviews analyzed, 
though Pilling (1992) noted that there existed no comparative studies 
of different types of case management and there were few attempts at 
the classic experiment (though the PSSRU, Age Concern and 
Resource Worker projects were, interestingly, cited as such). 
However, Phillips and Penhale (1996) included in their thoughtful 
survey a research agenda for evaluating case management into the 
next century. Four areas thought needful of research were 
identified: the client - especially the question of whether case 
management is sustaining vulnerable people with complex needs 
in 
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their home environment; the practice - especially ownership of the 
system in terms of which professional(s) can best work within its 
value system; the organization - especially establishing where case 
management is more successful as an administrative system or a 
client-focused system; and quality issues. A recommendation for 
longitudinal studies was also made in order to answer some of these 
questions. The research addressed will now be reviewed by type, as 
illustrated in tables 1.5 to 1.10. 
1.5.3 Government monitoring 
Two examples of Department of Health reviews of assessment and 
case management have been included here (table 1.5) as an 
illustration of the "official" type of literature alluded to in section 
1.3.1. (fig. 1.2). The comment made by Challis et al (1998) that 
these studies lacked validity and reliability may be technically 
accurate, but arguably inappropriate, since they nowhere claimed to 
be scientific research. The first of these (SSI, 1993), published close 
to the official community care implementation date, very much 
conveys an impression of the urgency with which it was felt feedback 
and guidance needed to be produced in a relatively uncharted area of 
care. Very little detail of, or rationale for, the evaluation method 
was provided and limited bibliography or background details were 
evident. Nevertheless, some indication of process issues, both good 
and problematical, emerged from the seven projects reviewed. 
These included the commitment and enthusiasm of staff, balanced by 
concerns over eligibility criteria, the move to a needs-led culture, 
care planning, monitoring and training. 
The 1994 monitoring paper was one of 14 thematic studies. The 
monitoring method, which favoured a variety of data collection 
sources, was noticeably more sophisticated than the previous year's 
exercise, though terms used were, predictably, in line with the White 
Paper (DoH, 1989a) and guidance documents (SSI 1991a, 1991b). 
By this time, some of the issues which were to become recurrent 
themes in the case management literature were beginning to emerge, 
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guidance noted above. For example, while the report commented on 
the variability of case management models across the seven projects 
under study, which might be expected in the light of non-prescriptive 
guidance, it also criticized the failure to sufficiently differentiate 
between intensive models, targeted at the minority of clients with 
complex needs, and the less intensive models, for the majority of 
lower need level clients. It also called for a clearer separation of the 
assessment and care planning processes to avoid the danger of 
undermining the very rationale of case management. Other 
observations also to appear in subsequent literature included 
budgetary devolution to team (rather than individual case manager) 
level, the complexity of assessment forms and the lack of integration 
between the micro- and macro-levels of contracting. 
But perhaps the main area of concern was that of interagency 
working. It is notable from both of the Government evaluations that 
the majority of case managers had a social service background, and 
the picture to materialize from the 1994 report is one of health 
personnel being considerably disadvantaged by the emerging 
organizational frameworks. Certainly health staff based in social 
service departments experienced difficulty negotiating resources and 
felt that they had little authority in the coordinating role, instead 
being overburdened in their provider roles. That said, examples of 
good collaboration were apparent; one project had a nurse adviser to 
a social service team in an attempt to improve coordination, while 
some schemes had developed interagency training for the case 
management role. 
Most significantly, this study attempted to look at outcome measures, 
albeit in a fairly rudimentary way. Most authorities claimed that 
more vulnerable people were being sustained at home with a better 
quality of life and (according to practitioners) greater involvement 
of users and carers. However, the question of managing care for 
those with less complex needs remained unresolved. 
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1.5.4 The PSSRU studies 
In comparison with Government monitoring, the work of the 
Personal Social Services Research Unit (PSSRU) represented an 
attempt to evaluate in considerable depth the practice of case 
management in the community (table 1.6) and became something of a 
gold standard for subsequent research in the UK. The basic 
approach was what the authors variously termed "experimental" 
(Challis and Davies, 1986, p. 18) or "quasi-experimental" (Challis et 
al, 1995, p. 51), but using comparison, rather than control groups 
(admitted to be neither ethical nor practical) drawn from similar 
areas and sub ect to standard care. The difficulty of sustaining their 
chosen method over research projects where the researchers 
exercised less control became apparent in the 28 care in the 
community projects, which were dependent on the DHSS' 
constraints. In particular, the requirement to employ a common set 
of (quantitative) instruments across all client groups was felt to be an 
error resulting in poorer measurement than might be expected, and 
prompted the comment that decisions on choice of instruments "are 
always a compromise between the ideal and the practical" (Knapp et 
al, 1992, p. 58). 
The observation was obviously applicable to other aspects of the 
research. Knapp et al (1992) commented on further problems in 
relation to the number of variables involved in the studies, drawing 
boundaries around evaluations and comparing and aggregating 
information across individuals and projects. However, the 
researchers' solutions to these challenges should, perhaps, be heeded 
by others researching in the field. Their aim was both to build up a 
picture of each project through case studies, with individual clients as 
the unit of analysis, using both quantitative and qualitative evidence, 
and also to contribute to the overall body of research through the use 
of statistical, rather than randomized controls "to make various 
groups of community care clients comparable through appropriate 
statistical analysis and standardization" (Knapp et al, 1992, p. 61). 
Subsequent replication of these methods by other researchers 
suggests the method had a high degree of success. 
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The PSSRU studies also illustrate the challenge of establishing 
appropriate aims for case management research. It was in view of 
the many variables involved that a focus on cost and cost- 
effectiveness alone was felt to be over-simplistic, and the need was 
rather to look at the relationship between the cost, characteristics and 
circumstances of individual prqJects. In the Kent preject (Challis 
and Davies, 1985) the usual research question of "is this mode less 
costly? " was thus rephrased to ask "for whom is this mode of care 
the most effective response? " (p. 578), while for the care in the 
community projects (Knapp et al, 1992) the aim became the 
examination of the circumstances in which cost-effective community 
care can be provided to meet the needs of particular groups of 
clients. Further issues in case management research, previously 
established in the literature, were also found to be relevant to the 
PSSRU work. These comprised: models of case management, case 
manager designation, interagency working, core tasks, outcomes and 
the future of case management. 
Though undoubtedly robust in design, and detailed in description, the 
PSSRU studies have not, as noted, been completely immune from 
criticism. In particular, the issue of wider generalization of case 
management implementation, based on the research, has been 
questioned. Indeed, Knapp et al (1992) themselves have picked up 
this point in their somewhat more self-critical style of presentation., 
governed partly, no doubt, by a lesser degree of project "ownership" 
than the other studies. Knapp et al (1992) have pointed to features of 
the care in the community projects - such as extra start-up problems, 
the "Hawthorne" effect of being experimental, charismatic 
individuals and a possible loss of momentum - which may make 
replication of these demonstration projects less than straightforward. 
Other commentators have also noted limitations regarding 
generalizability of the PSSRU work. Dant et al (1989) argued that 
this may be ascribed to methodological weaknesses, which obscure 
causal differences between experimental and comparative groups. 
These included the use of matched samples (described as "tricky" - p- 
19), the "Hawthorne" effect, and failure to fully account for what 
constituted "standard provision", when it appeared that the project 
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provision became standard locally over time. Phillips and Penhale 
(1996), too, questioned replicability on the grounds of the high 
profile nature of the projects, given extra resources and smaller 
caseloads. Other features making the projects less than "typical" 
included the way problematical clients were filtered out, a focus on 
frail elderly, so that the model was questionable for other groups and 
difficulty distinguishing what specifically is beneficial about case 
management, as its practice was defined by the researchers 
themselves. 
This issue of definitions is an important one in case management 
research, and the criticism perhaps rather unfair. The huge 
variability in defining case management has already been noted, so it 
becomes very necessary for researchers to clarify their own 
interpretation of the term. However, it must be said of the Kent 
project, at least (Challis and Davies, 1986) that a tendency to use the 
term "community care" instead of "case management" for the 
experimental group fails to differentiate the two in terms of 
outcomes - much like Knapp et al - although the title of the report 
("Case Management in Community Care") would suggest the focus is 
on case management itself. 
These criticisms apart, the PSSRU studies have set a standard and 
tone for subsequent research in the UK. As the authors of the report 
of the care in the community projects have pointed out, "conclusions 
about the effectiveness of community service programmes may have 
to come about slowly and cumulatively, based on convergent findings 
from many individual, less-than-ideal outcome studies" (Knapp et al, 
1992, p. 52). A selection of these individual studies will be reviewed 
next. 
1.5.5 Other single case management projects 
Despite the undoubted reputation of the PSSRU work, other early 
case management research projects in the UK achieved a similarly 
high degree of sophistication (table 1.7). The detailed Case Manager 
Project based in Camden and Islington (Pilling, 1988,1992) was, 
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funded neither by purchaser nor provider agencies. Two designated 
case managers (one full-time, one part-time) were supported by one 
(part-time) administrator, but received no extra budget. This, 
predictably, manifested the pros and cons of this particular model 
and Dant et al (1989), in their critique of the project, noted both the 
positive aspects of advocacy itself and the limits to service provision 
which it entails. Hunter (1988) also detected problems in projects, 
like Camden, where an independent person is superimposed on to 
existing services, and questioned whether case management tasks 
should rather fall within the domain of particular professional 
groups (such as community nurses). In other words, he felt that the 
grafting on of new arrangements may reflect a failure of existing 
services, rather than a necessary adjunct. Making a similar point, 
Challis (1994b) commented that accountability is less of an issue 
when case management is performed by existing services, as distinct 
from one established for the purpose. 
These were also the arguments used by Dant et al (1989) in justifying 
the model of their own project for elderly people in Gloucester. 
These authors suggested that an alternative to the danger of 
proliferating the complexity of service provision by creating a new 
professional might be to alter the responsibility, attitudes and team 
orientation of existing professional workers to include taking on a 
keyworking role for some of their clients (in this case within a 
primary health care tream). Keyworking was seen as a specific 
model of case management, though, unfortunately, the authors did 
not describe clearly how the two differ within their 
conceptualization. However, they did see the role of case managers 
(or care-coordinators as the project termed them) as not the sole 
province of social workers, but rather one appropriate for home 
helps or district nurses as well, as reflected in the backgrounds of the 
three care-coordinators in the project. And, although the pure US 
brokerage system was criticized for not leading readily to 
coordinated care, due to fragmented funding, a certain degree of 
advocacy was implicit in the case management role, such as in 
negotiations with solicitors and housing departments. However, one 
drawback to the model noted by Challis (1994b) was that the care 
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coordinators had an organizationally unclear role within the agency, 
and needed to make full use of their relationship skills. 
In contrast to both the above projects, with their respective 
independent and health service bases, the Andover project for people 
with learning disabilities (Archer and Robertson, 1990) was of a 
multi-agency (social services and health) nature, with both social 
workers and community nurses acting as case managers, headed by a 
project leader and project management group. Like the PSSRU 
projects, use was made of support workers and, interestingly, a 
separate brokerage system was employed, suggesting a pure 
administrative model of case management (though it must be noted 
that all except one case manager had other roles in the organization). 
However, the separation of case management and provision, 
emphasized in the early case management rhetoric, proved difficult 
to operationalize. Rather, the report authors (Archer and Robertson, 
1990) commented on the usefulness of access to, and ability to 
allocate, resources residing in the case managers and, therefore, 
close to the client. 
The EPIC (Elderly People In the Community) project in Stirling had 
similarly strong management structures, headed by a project leader 
and steering group (Lieberman, 1990). Based in Scotland, which 
had experienced community care changes similar to England, but 
where progress had been slower, the project was, like Andover, 
multidisciplinary in nature but otherwise based on the Kent and 
Gateshead model (Bland, 1994). The conflict of implementing an 
advocacy role while working from a budget-holding organizational 
base was, again, noted by the health visitor-case manager (Bland, 
1994). Bland (1994) also supported Hunter's (1988) and Dant et al's 
(1989) argument about the dangers of case management being seen as 
yet another management layer superimposed on to the local care 
system. 
Finally, the Scarcroft project in Yorkshire, another multi-agency 
scheme, was noteworthy for its use of two concurrent models of case 
management. The first was characterized by the appointment of 
"care planners" (social workers and district nurses), whose case 
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management activities were accommodated within their existing 
workload (Meethan et al, 1993). This was obviously a source of 
pressure on the professionals involved, as the report compilers 
commented on the time-consuming nature of case management tasks,, 
as a result of which not all documentation was completed (Meethan et 
al. 1993). The second project, the Intensive Home Support Service 
(IHSS) employed one full-time case manager and also made 
considerable use of keyworkers - front line workers with the most 
contact with clients, such as health care assistants, nursing auxiliaries 
and voluntary workers - to help with monitoring service delivery. 
But while case management was seen as providing coordination and 
continuity, advocacy was seen as a separate role, performed by a 
third party, usually a family member (Meethan and Thompson, 
1993). Unfortunately, in the implementation of these models, 
agreements at strategic level did not involve front line workers, 
resulting in difficulties when put into practice (Meethan et al, 1993). 
A variety of models of case management was thus demonstrated in 
this small sample of projects, ranging over: independent (brokerage) 
and agency-based, uni- and multi-disciplinary, part- and full-time, 
inclusive of, and separate from, keyworking and provision, ranging 
across different professional and client groups, and displaying a 
variety of titles. Differences in research design used was also 
notable, and may have been partly a reflection of these other factors. 
They may be broadly categorized under the umbrella terms of 
"quasi-experimental" (Camden Case Manager Project, EPIC) and 
"descriptive" (Gloucester CEPH, Andover and Scarcroft projects). 
The two publications on the Camden project (Pilling, 1988,1992) - 
the later being a reproduction in book form of the earlier first 
report - described a multi-method approach, 
based on a postal 
questionnaire to project clients (142 sent, 64 analyzed) and a small 
matched sample (16) of disabled people having recent contact with a 
social worker or OT. The use of a contrast group - emphatically 
described as not a control - was apparently thought 
inappropriate by 
some of the steering group. Further, Pilling 
(1988,1992) thought 
that, with hindsight, the questionnaire was probably too 
long, despite 
an encouraging return rate of 66%. 
The second quasi-experimental 
91 
study, overtly based on the PSSRU experience, was EPIC 
(Lieberman, 1990, Bland, 1994,1996). This study also made use of 
a comparison group, and, additionally, compiled case studies of the 
project clients. Data collection methods were not described, though 
it appears they comprised interviews with clients, using the 
screening/referral form as a tool. 
The other three studies used a more descriptive style, with a lesser 
focus on outcomes. Again, multiple methods were in evidence, 
namely, the combination of interviews (Gloucester and Scarcroft), 
with diary analysis (Gloucester) or case studies, based on observation 
and analysis of records (Scarcroft). The Scarcroft project, 
unusually, was not described in any of the reviews accessed, but was 
interesting for the way that there appeared to be no outside 
intervention from the research team (ftom SPRU). Finally, the 
Andover project (Archer and Robertson, 1990) was only a short, 
first year report,, rather than a detailed account, containing no 
references and little methodological detail, so cannot be compared 
with the completed studies. However, it represented an honest 
account of the problems of implementing case management in 
practice for people with learning disabilities, much along the lines of 
the Wakefield projects described in the next section. 
Outcomes were variably documented in these studies and gave rise to 
debate, once again, about what may be appropriate outcome 
measures of the case management process. Camden (Pilling, 1988, 
1992) and Andover (Archer and Robertson, 1990) based outcomes 
on what may be considered as the objective measure of whether 
contracts were completed. However, even this was not straight 
forward; Andover was not an outcome-focused project and the 1990 
report accounts for the first year of its existence only, when long 
term results were not available. In Camden, although findings 
suggested that most contracts were completed, with a higher 
proportion of project clients satisfied than the control group, there 
arose the problem of differentiating perspectives on the matter, and 
it was apparent that more case managers than clients thought 
contracts to be completed (Pilling, 1988,1992). It was also 
suggested that, more important than the actual numbers of fulfilled 
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contracts, were the reasons for non-completion; in the case 
management group these were more often due to unavailable 
services, problems outside the scope of the social worker or OT, or, 
possibly, the small number of "difficult to please" clients. Even 
then, Pilling (1988,1992) questioned whether differences were due 
to case management per se, or rather to the individuals who held the 
office. Beardshaw and Towell (1990), meanwhile, suggested in their 
review that early evaluations of Camden and other service brokerage 
models cast doubt on their ability to improve outcomes for 
individual clients and families. 
Like the Andover project, case management in Gloucester was more 
concerned with processes than outcomes. Although Dant et al (1989) 
suggested that there was evidence of better help for case managed 
clients, they also pointed to the likelihood that providing coordinated 
packages of care in the community for those needing them would 
cost more in the future, as more people lived longer and enjoyed the 
benefits of appropriate support. This lack of outcomes was noted by 
Challis (1994b), who criticized the study for its lack of comparative 
data on outcomes or costs (a major focus of his own work), though 
he did concede to the benefits described by the project's authors. 
Challis' point does raise the question of whether his approach, based 
on hard, economic evidence, is appropriate for all types of projects - 
helpful though this may be to meta-analysis of research findings if 
conducted consistently. 
The EPIC project, based as it was on the PSSRU design, provides 
more direct comparison with the findings of Challis and his team. 
But although more elderly people with dementia (the only group for 
which outcomes were documented) remained at home than in the 
comparison group (Bland, 1994), a large number still entered 
residential care, prompting the author to comment on the lack of 
evidence of significant change, and the need to involve more elderly 
people in care policy for any real changes to occur. In a later 
analysis, Bland (1996) also suggested a number of reasons for the 
differences in outcome between the EPIC and PSSRU projects. 
These included: more long stay care availability in Scotland; 
different behaviour of clinicians; a greater acceptance of institutional 
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care; the greater degree of user impairment in dementia sufferers; 
the degree of carer stress; and the later stages of referral to the 
project, when clients had become more frail. 
Finally, the Scarcroft project represented another process, rather 
than outcome focused report (Meethan and Thompson, 1993). 
Although clients of the IHSS expressed satisfaction, there was a 
notable tendency, as with many older people, to "make do", making 
these findings equivocal. Further, a number of those within the 
scheme were eventually referred, as in the EPIC project, for 
residential care. 
So what conclusions for the future can be drawn from these projects? 
Pilling (1988,1992) commented, regarding the Camden project, that 
"to be effective, case management for people with disabilities needs 
to be part of mainstream service provision ... yet it also has to 
maintain a certain separation and identity" (Pilling, 1992, p. 43). 
This supports much of the argument emerging form the PSSRU 
programme and discussed earlier. The Camden model did, in fact, 
develop into what became the CHOICE initiative in Barnet (Brandon 
1990, Pilling 1992), a voluntary orgsanization controlled by disabled 
people and carers, where the user worked with a case 
manager/broker. A strong commitment to the idea that case 
management should be independent and separate from service 
provision in this "second wave" project meant the terminology was, 
in fact, changed to "worker" or "advocate". However, Challis 
(1994b), in commenting on the CHOICE development, pointed out 
that a significant number of its clients would have liked the service to 
have more authority and resources than this model allowed, though 
they did value the sympathetic response and speed of action. 
Hunter's (1988) evaluation of case management in Camden led to an 
flagenda for discussion" based on six issues arising from the project. 
These concerned: the level(s) of case management (the individual 
and/or the management and resource level); the need for clarity of 
case management aims and outcomes; the skills required for case 
management practice; the need for coordination at higher levels of 
case management; the translation of time- and resource-limited 
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projects into mainstream provision; and the implications of not 
having a designated budget for case management. In other words, 
many questions and issues remained unresolved and therefore, 
awaited further research findings. 
Much the same conclusions were reached by Dant et al (1989), whose 
experience with the Gloucester project prompted the comment that 
no ideal model of case management existed, since success depends 
upon the setting, demography, political and social structures 
operating. For these authors the question remaining for research 
was how best to coordinate care for individuals. In terms of ways 
forward, two alternatives were suggested which may resolve the cost 
escalation problems mentioned above. Either new posts could be 
created for the keyworkers, along the lines of Camden and Kent, 
with the risk of creating barriers and hindering collaboration; or 
existing workers in the community could be grouped together into 
multidisciplinary teams, each acting as keyworkers for some of the 
relatively few elderly people who need care coordination. It was felt 
that the necessary skills for this were already present in the different 
professional backgrounds of these workers. 
But Dant et al (1989) also drew attention to the perennial problem of 
integrating demonstration projects, most of which to date were 
outside, or on the margins of, the existing system, into its ambit. 
However, like Camden, an answer to this was partly seen in the 
further developments from the project, and Pilling (1992) noted that 
the Gloucester project spawned four further hutiatives in the 
Gloucester area in response to Caring for People (DoH, 1989a). The 
issue of wider implementation was also one addressed by the authors 
of the Andover report (Archer and Robertson, 1990). Their 
doubt 
that the criteria established for the project would be useful 
for wider 
implementation, when there would be fewer resources, led to the 
conclusion that case management was not an easy answer to 
community care problems. Nevertheless, they 
did recommend the 
project be continued and ftnther projects initiated, 
but with time to 
resolve any organizational issues away from the project orientation. 
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Like the other projects, the EPIC and Scarcroft schemes both gave 
rise to issues and recommendations based on the experiences. Bland 
(1994) commented, once again, on the time limited nature of EPIC 
and on the general resistance in the UK to major change, which 
could make case management a mainstream reality. She also felt that 
it remains to be seen whether different lead professionals may result 
in different models of case management, and that the case manager 
designation should be broadened out beyond the generally accepted 
social worker status. But the difficulties in adequately defining case 
management practice should not be underestimated: "it is 
undertandable", she wrote, "if other professionals working in the 
area think that they are doing case management already themselves 
(as they frequently assert) since the home carer service is the only 
novelty they are able to observe" (Bland, 1994, p. 123). Much work 
done by case managers is, in other words, invisible, a description 
which has not infrequently been applied also to nursing (as outlined 
in section 1-4). 
1.5.6 Other multiple projects and programmes 
In addition to the number of single projects, such as those outlined, 
there developed from the mid-1980s, schemes along the lines of the 
PSSRU work (though less extensively or comprehensively 
documented), inasmuch as they involved more than one case 
management initiative, and these will now be considered (table 1.8). 
Although they tended to feature loose networks of projects in 
disparate areas, held together by the researcher or commentator (for 
example the work of ACIOG, RDP and King's Fund), there exist 
some examples of localities (for example Kent and Wakefield) where 
case management, often manifested by different models, 
became 
relatively well established more systematically. These are somewhat 
akin to the "spin-off" projects developing, for example, 
from 
Camden (CHOICE) and Gloucester, however, the former have 
developed simultaneously rather than in an evolutionary way and 
will therefore be described within this section. 
Research approaches in these multiple projects 
displayed a similar 
variety to that noted in the single projects 
discussed above. The 
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ACIOG team described theirs as an "action" project, with "action" 
and "control" samples in both localities and data collected through 
interviews, outcome measures, costing, record analysis and case 
monitoring. Askham et al (1987) commented that samples were not 
perfectly matched -a feature seen to be common to such endeavours, 
- so it was difficult to compare outcomes. They also felt that a crude 
quantitative analysis of data was less appropriate than the more 
detailed small group and case studies which they later undertook, for 
example detailing the characteristics, rather than just the number, of 
those in the samples remaining at home at twelve months. The later, 
more comprehensive report of the project (Askham and Thompson, 
1990) put forward the view that, with the benefit of experience, the 
authors felt that standardized instruments used to assess depression 
and dementia were probably not appropriate for the type of (very 
frail) respondents in the samples. However, details of interview 
schedules, measures and costing calculations were helpfully (for 
other researchers) included in the report's appendices. 
The RDP programme, with a comprehensive brief to establish the 
feasibility of case management for the long-term mentally ill and 
evaluate cost, quality and effectiveness, adopted a more qualitative 
approach from the outset, involving multiple methods of data 
collection, though Ford et al (1993) commented that there existed 
few methodological precedents to guide them in this decision. The 
authors did not name their chosen sites, though Lear's (1993) report 
on Hastings for a popular nursing journal named all six areas. No 
explanation was given for the decisions to name or not, however 
confidentiality has conventionally been an accepted principle of good 
research, although this review found otherwise, the counter 
argument in favour of publicizing innovative practice in case studies 
being but one possible explanation for this. 
The work of Repper et al (1994) comprising 46 interviews with case 
managers and clients with long-term mental health problems formed 
a substudy of the RDP programme. The original plan to interview 
two clients of each of 17 case managers had to be abandoned when it 
was found that a number of clients were too vulnerable and 
frail or 
otherwise unsuitable for inclusion, reducing the anticipated number 
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of 33 to just 13. This is, perhaps, a useful lesson for future 
researchers in the area, possibly explaining the conclusion of the 
ACIOG team concerning instrumentation, though it does leave open 
to question the reasons for the success of the PSSRU and other 
similar work, assuming respondents to be equally frail. Details of Repper et al's (1994) framework for analysis were comprehensively 
documented, as were the methods adopted for the complete report 
(Ford et al, 1993), though this appears, unfortunately, to be unusual 
in most of the reports located. 
The process-orientated, descriptive focus of the Wakefield projects 
contrasted with the RDP programme documentation and provided 
relatively little detail of method, though the later mental health 
project, based on interviews (Higgins, 1994) was more 
comprehensive in this respect than the learning disability project 
(Richardson and Higgins, 1990,1991). The latter was presented as a 
series of working papers, describing in rather optimistic terms the 
early days of the project. Though avowedly written so that others 
may learn, the reports contained no literature review or references, 
but the practical illustrations included of case managed clients and of 
the case managers' work (in a diary form) would be useful for the 
target audience anticipated. The view presented of case management 
as a cyclical, continuing process, with an element of reflection, is 
also in keeping with the current idea of the "reflective practitioner" 
(Sch6n, 1991). 
If details of method were sparse for the Wakefield projects, this was 
even more the case for the MAIN programme (Beardshaw, 1991), 
though this was, no doubt, a function of the espoused purpose of the 
scheme, to produce good practice examples, which nowhere claimed 
to be robust research. Nevertheless, the approach is interesting, with 
the reports of the five, two-day meetings of MAIN member 
participants not unlike the focus group, currently popular as an 
acceptable method in research proper (Bergen et al, 1996). 
Certainly Beardshaw's (1991) work could be claimed as more 
systematic than most of the largely anecdotal minor Kent projects, 
though, once again, no claim to research was made, the Maidstone 
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project excepted (which adopted the PSSRU design). The Dartford 
and Gravesham project (Positive Publications, 1993) did include 
details of a one-year audit in addition to process description, plus 
three case scenarios, but, once again, lack of references would make 
it difficult for interested readers (likely to be mental health 
practitioners) to follow up the subject. The Bexley scheme also 
attempted some fairly basic evaluation (Chambers, 1986), though 
Twigg et al (1990), in their account, noted it as being "described 
evangelistically" by the author-participants. 
It is difficult to draw methodological conclusions from such 
disparate approaches to case management research as those 
illustrated. However, defining the research aim is obviously of 
major importance, and it would further seem that multiple method 
approaches guarantee greater comprehensiveness and flexibility, with 
qualitative measures of data collection being a major asset in under- 
researched areas. Methods specific to nursing research in this area 
will be discussed in the next section. 
The question of outcomes, previously seen to be notoriously difficult 
to establish and attribute for case management, was addressed by 
Askham et al (1987) in explaining their findings that the project 
group in the ACIOG study did not remain at home for longer than 
the "controls", as might be expected. The authors suggested the 
reason for this to lie in the kind of care problems presenting in the 
former, for example double incontinence and physical illness, which 
would militate against domiciliary care. It should be said that one of 
the specific aims of the project was to identify the limits to 
community care, and the conclusion that some types of care cannot 
be sustained in the community does, therefore, contribute usefully to 
the knowledge base. However, they also concluded that there existed 
a group that would have been unlikely to have stayed at home 
without the service. Further, the scheme was found to be cost- 
effective, although cost was predicted to rise over time. 
Outcomes for the other multiple projects were also equivocal, being 
largely process-focused. Thus Repper's (1994) conclusion pertained 
largely to the enabling value system adopted by the case managers 
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she studied, while Beardshaw (1991) reported no objective outcome 
measures in the MAIN network. In Wakefield, Richardson and 
Higgins (1991) admitted that, on the face of it, with only one hospital 
discharge by 1991, the learning disability project was not a success. 
But they also highlighted the problem that the contribution of case 
management to any outcome is only part of the equation and 
suggested case managers should not be judged in their achievement 
where they have only limited control. Higgins (1994) again made 
the point in the mental health project that processes were more 
important than outcomes, while the brief Kent reports provided 
anecdotal evidence of (largely successful) outcomes. Data on 
outcomes in Maidstone (Knapp et al, 1992) are difficult to 
disentangle from the wider effects of community care in general, as 
with all the care in the community pilot sites. 
Looking beyond the research work, Askham and Thompson (1990) 
acknowledged the "end of project ethics" in their report. While the 
project was enabled to continue in Newham, a multidisciplinary 
team, including a CPN, provided some continuity in Ipswich, where 
an agreement of support was negotiated with the social services 
department. Similarly, three of the original RDP projects continued 
beyond the pilot phase (Lear, 1993) and in Wakefield there were 
plans to incorporate the learning disability project into mainstream 
provision by 1992. However, Ford et al (1993) emphasized the need 
to "sell" case management and to demonstrate its effectiveness. 
Askham and Thompson (1990) called for further studies to build on 
existing findings and Thornicroft et al (1993) recommended in 
particular the tracking of different case management models over 
time in order to evaluate their contribution to community care. The 
overall conclusions to be drawn from these multiple projects are 
still, therefore, somewhat mixed, although Beardshaw (1991) is 
probably right to suggest case managment to be no Holy Grail or 
panacea. Research into the topic is by no means exhausted and 
examples located from the mid- to late-1990s suggests a move away 
from comprehensive examination of projects towards analysis of 
specific case management issues. These include community nurses' 
views on case management (Brittian, 1992), use of case manager 
time (Wilson, 1993), case management in practice in comparison 
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with official guidance (Baldwin, 1995), the views of older people on 
case management (Robertson, 1995), a comparative study of case 
management implementation processes (Lewis and Glennerster, 
1996) and client satisfaction with case management (Cullen et al, 
1997). These largely echo the comments already made about 
variable standards and designs, and the problematical nature of case 
management practice, with some constructive guidelines provided 
for future consideration. 
1.5.7 Summary 
This section addresses the third aim of the review. Research into 
case management in the UK has been slow to take off. Previous 
reviews of the literature have identified a number of common 
"process" themes, though outcome measures have suggested both 
positive and "no difference" effects. Few methodological critiques 
appear in the reviews, though a number of areas for future research 
have been identified. 
The research may be discussed under five headings representing the 
types of literature located: 
* Government monitoring. Although not intended as scientific 
research, this "official" literature appeared to become more 
sophisticated over time and highlighted issues which later became 
recurrent themes in the more general literature, such as the variety 
of case management models, problems of interagency working, the 
separation (or not) of assessment and care planning, budgetary 
devolution, and integration between the micro and macro levels of 
contracting for case management. Outcome measures in these studies 
were found to be rudimentary. 
* The PSSRU studies. The work of the Personal Social Service 
Research Unit represented an attempt to evaluate in considerable 
depth the practice of case management in the community and became 
something of a "gold standard" for subsequent research in the UK. 
A basic, quasi-experimental approach, using comparison groups and 
focusing on the relationship between cost, characteristics and 
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circumstances of individual projects were the hallmarks of the 
research method, with clinical, or enhanced case management the 
preferred model. Detailed (and often multiple) accounts of three 
major PSSRU-initiated projects, plus the 28 government-sponsored 
care in the community projects analyzed case manager designation, 
interagency working, the core tasks of case management, budgetary 
administration and outcome measures, the latter being a particularly 
complex area, with varying interpretations. A number of 
commentators have questioned the degree of generalizability of the 
PSSRU work. 
* Other single case management projects. A sample of five other 
single case management projects displayed a variety of models, 
ranging over: independent (brokerage) and agency-based, uni- and 
multidisciplinary, part- and full-time, inclusive of, and separate 
from, keyworking and service provision, ranging across different 
professional groups and displaying a variety of titles. Differences in 
research design were also marked, but may be broadly categorized 
under the umbrella terms of quasi-experimental and descriptive. 
Issues discussed, as with the PSSRU work, included multidisciplinary 
working and coordination, the interpretation of core functions of 
case management, budgetary arrangements and outcomes. Once 
again, the problems of establishing appropriate outcome measures 
meant studies tended to be largely process focused. 
Other multiple projects and programmes. A variety of models and 
interpretations was also seen in a further sample of studies 
comprising multiple, rather than isolated, case management projects. 
Issues arising were found to be similar to those discussed under 
previous headings, though there appeared to be a growing 
demarcation between work intended to be seen first and foremost as 
research, and work primarily aimed at producing examples of "good 
practice" and practical guidance for future implementation. 
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1.6 Nursing case management literature and research 
1.6.1 Introduction 
It is, perhaps, not surprising that the body of case management 
literature, and particularly research, on or by nurses in the UK, 
remains relatively small. This may be attributed to a number of 
factors noted in the literature, such as the relative "newness" of the 
concept, the variety of definitions and practices it embodies, the 
embryonic and still-developing body of research in both case 
management and nursing, and the implicit conferment by the 
government of lead agency (and, therefore, case manager) status on 
social services. However, a number of important pilot studies exist 
which have a major focus on the nursing role, and these, together with 
some more descriptive literature, will be reviewed in this section. 
No comprehensive reviews of nursing case management in the UK 
were located. However, Ross and Elliot (1994) have compiled a 
portfolio of innovations in primary health care nursing, which 
helpfully summarises a number of initiatives involving nurses in the 
case management role and related practices, such as joint assessment. 
The overall aim of the publication is to "disseminate examples of good 
practice and innovation in primary health care nursing" (p. 5) rather 
than to provide detailed accounts or reviews, and the target readers 
(largely practitioners and managers) are pointed to original sources for 
further detail. In addition, at least two authors from an earlier date 
(Ovretveit 1992, Thomas 1992) have provided examples of projects 
involving nurses as case managers, though Thomas (1992) focused on 
the learning disability specialism only, and it is not clear whether the 
cases cited are actual or hypothetical. 
Items selected for review fell into two groupings. Firstly, 12 
descriptive/anecdotal accounts were included of nurses involved in 
case management, largely (though not entirely) culled from reports in 
the popular nursing press between 1990 and 1998. These included 
few, if any, details of associated research, and varying degrees of 
detail on other parameters identified as important to case management 
research, although an attempt has been made to describe them under 
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uniform headings to enable some comparison (table 1.9). Secondly, 6 
research-based reports, published between 1989 and 1997 have been 
treated in a similar way (table 1.10). 
1.6.2 Descriptive accounts of nursing case management 
Although not generally research based, these short accounts are useful 
for the description they provide of how nurses may operate in a case 
management role and of some of the issues arising from this, so 
supporting or refuting the literature considered thus far. For example, 
the popularity of older people as the target client group (5 studies) 
supports the work undertaken by the PSSRU, although the inclusion 
of other groups such as those with mental health problems and the 
disabled echoes the characteristic diversity of case management 
practice previously noted. However, there was some "crossover" in 
these groups in some cases (clients falling into more than one group, 
for example Henderson, 1990). There were also examples of 
apparently vague or unspecified targeting criteria (Fry 1992, George 
1992, George 1993b), with one project demonstrating very focused 
targeting (Stokes, 1998). Cahill (unpublished) has provided a very 
helpful and comprehensive breakdown of the client characteristics 
found to be most appropriate to nursing case management in her 
experience. 
Nurses acting as case managers were most commonly district nurses 
(7), with some mention of CPNs (3), health visitors (3) and the less 
specific "community nurse" (1). Generally the nurses functioned in a 
multidisciplinary team, often located in a health centre or general 
practice (5 of those stating location), as opposed to a social service 
base (1) or hospital (1). This appears to be an interesting feature both 
of later projects and of those involving nurses, and contrasts with 
previous, more general projects reviewed. However, most nurses 
appeared to be functioning only part-time in the case management 
role, though often there was evidence of clerical support and, in some 
cases, extra funding. As with the other UK-based projects studied, a 
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In terms of the functions of case management performed by nurses, 
all of these were covered to a greater or lesser degree within the 
literature selected. Assessment (7 projects) and the care- 
planning/coordinating/ Raising cycle (9 projects) were the most 
frequently mentioned, with some reference to monitoring/reviewing 
(4), direct care provision/advocacy (4), budget 
management/commissioning (5), brokerage (1) and targeting (2). 
This largely supports the findings of the examination of nursing 
values and skills at section 1.4.5, though the slightly greater emphasis 
on budgeting and purchasing responsiblity than on care delivery is 
surprising - perhaps a sign of the adaptability of nursing also noted 
above. It also fails to support the thesis of Hunter (1988), who felt 
the nursing allegiance to care provision would militate against the 
assumption by nurses of independent case management. 
Outcomes in this type of literature are difficult to assess, given the 
largely anecdotal accounts of the initiatives. Conclusions, though 
often unsubstantiated, tended to support a positive impact on the 
numbers of clients remaining at home and the number of hospital 
readmissions. They also recorded generally positive evaluations 
from users and professionals, despite some suspicion from social 
service staff (Squire, 1993) and lack of enthusiasm from district 
nurses (George, 1993c). General practitioners, on the whole, 
appeared positive (Henderson 1990, Lieberman 1996), though some 
remained wary (Stokes, 1998). 
A number of recurrent issues emerged from this literature, for 
example the time consuming nature of case management, the need 
for supervision and the high number of referrals to case managers, 
with the consequent need to prioritize. These points have all been 
noted before in the literature. Another issue, and one of the major 
benefits of case management from the service perspective, appears to 
have been the improved communication between health and social 
services, and between primary and secondary care. However, the 
numerous references to the structural and cultural differences 
between different service sectors (particularly health and social are) 
also echoes much of the debate noted earlier (section 
1.4.6). 
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Overall, the literature supports the suitability of nurses in the role of 
assessment and case management, despite some drawbacks, such as 
the inability to advance career-wise without a social service 
qualification. Although the dangers of role confusion were apparent 
(especially where there existed lack of clarity over the 
purchaser/provider divide), most writers thought the skills brought 
by nurses were both valuable and appropriate. Thus while roles may 
be changed, skills were often felt to be enhanced rather than diluted 
as was the fear noted above - "de-roling, but not de-skilling" as one 
practitioner put it (Trotter, 1992). 
1.6.3 Nursing research and case management reports 
Given the limited amount of general literature on nurse-focused case 
management in the UK, it is no surprise to find an even greater lack 
of research-based reports on the subject. Indeed, according to Lamb 
(1992), this sitution is also apparent in North America, where case 
management has been embraced much more readily by nurses. 
Lamb (1992) ascribed this situation to both conceptual and 
methodological issues surrounding case management research by 
nurses, which she herself attempted to address in her own research. 
It is worth noting these issues for their applicability to UK nursing 
research. Firstly, Lamb (1992) observed that, conceptually, there 
has been no clear agreement about the definition and activities of 
nurse case managers, with few models seeming to be linked to any 
theoretical foundation in nursing or related disciplines. Further, 
there have been few insights into the context of such nursing 
practices. This point supports the findings in both the literature on 
UK case management, which highlighted varying interpretations 
(sections 1.3 and 1.5) and the literature on nursing theory, which 
suggests a slowly evolving theory base which, while having potential, 
has largely failed thus far to explicitly link its values to other 
disciplinary features (section 1.4) - though an attempt to do this in 
relation to case management has been offered in table 1.3. 
Secondly, Lamb (1992) has pointed to methodological issues 
militating against nurse case management research, which centre on 
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the three main areas of sample selection, research design and 
instrumentation. In selecting a sample of case management users, the 
researcher is faced with the problem that it generally targets the 
most high risk and vulnerable clients, where health outcomes (a 
common measure in research) are not likely to be good. This also 
makes the selection of comparison groups difficult, since targeting 
criteria will often automatically subject all clients of a similar degree 
of disability to the "treatment" (case management) in question. As 
far as research design is concerned, Lamb (1992) found that most 
nursing research (no doubt partly for the above reasons) tended to 
favour a rather weak, pre-experimental design. She also commented 
that instrumentation tended to be chosen for its measurement of 
nursing concepts, such as self-care or symptom management, which 
do not always make for a good fit with the processes and outcomes 
of case management. Lamb (1992) concluded that: "the development 
of a scientifically credible body of knowledge on nurse case 
management will be essential to assure the expansion of this role" 
(p. 16). In order to do this, she recommended a diversity of designs, 
including - as in her own research - qualitative methods to highlight 
the processes of case management with particular models of practice 
and particular client groups. Indeed, this diversity appears to have 
been successfully demonstrated in the UK (non-nurse focused) case 
management projects described at 1.5. 
The six nurse case management projects under present analysis (table 
1.10) also display wide variation. Although the client groups (with 
an emphasis on the elderly and disabled) and case manager 
designations (with an emphasis on district nurses and CPNs) reflect 
previous tendencies in case management practice, the interpretation 
of functions are too broad to summarize meaningfully. They appear 
to represent the spectrum of models discussed in previous sections, 
from the "clinical" focus to the managerial/purchaser model with no 
clinical input. It is interesting to note, however, that three studies, 
in 
defining their interpretation of case management, referred to 
guidelines set down by policy and/or the PSSRU. Outcomes of case 
management practice also appear mixed, often with positive 
indicators being counterbalanced by other, negative ones, though 
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(mostly with social services), despite simultaneous attendant 
problems. Finally, research methods ranged from a classic 
experiment, with rating scales and other quantitative measures, to 
case studies (2), using a multi-method (mostly qualitative) approach. 
Inter-views and analysis of documentation appear to have been the 
most highly favoured data collection methods. 
In looking more closely at the individual studies in this section, 
Lamb's (1992) critique, outlined above, may helpfully provide 
parameters for discussion. The first of these studies (Muijen et al, 
1994), which used a randomized controlled design at a time (1989- 
90) when such an approach still appeared ethically sound, may be 
said within this framework to be strong methodologically, but 
weaker conceptually. Although the classic "experiment" was adhered 
to, neither case management nor the alternative generic care were 
operationally defined at the outset; instead the tasks undertaken by 
both groups of practitioners were detailed retrospectively as 
findings, following analysis. This analysis did show a demonstrable 
difference between generic and case management processes, the 
former being mainly concerned with medication supervision and 
counselling, with the latter including a wider range of activities, 
including family support and enhancing client skills. However, 
results also indicated little difference in outcomes between the two 
groups and Muijen et al (1994) provided a useful discussion of the 
possible reasons for this. These included inadequacies of the rating 
scales, poorly-focused care, the transfer of patients in the generic 
group to other support services, a comparative lack of training for 
the case managers and low input from other professions. The 
authors concluded that for case management to make an impact, the 
commitment of a range of disciplines, with proper preparation, 
support and resources, is needed. 
In contrast to the work of Muijen et al (1994), the Blaydon Project 
(Peck, 1992) demonstrated a strong conceptual grasp of case 
management (based on policy guidance and the experiences of the 
Gateshead PSSRU project), but was, perhaps, weaker 
methodologically. Although reference was made to the case study 
approach (introduction), this was not expanded upon other than 
in 
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the discussion of the role of the consultant (p. 4) and the list of data 
collection methods (p. 39). To be fair, it must be said that the author 
referred throughout to "evaluation", rather than research, describing 
the report as an "honest account" (introduction), rather than an 
academic exercise. A paucity of references, together with the 
informal writing style, peppered with colloquialisms and humour, 
means that it cannot be analyzed along the same criteria as the more 
robust studies (although the set of appendices, including interview 
schedules, would be useful for researchers Planning a similar 
approach). 
That said, some interesting findings emerged from the project along 
with a discussion of the applicability of these to a wider setting. For 
example, the nurse and social worker case managers working 
together built on a tradition of interagency collaboration in the area, 
though Peck (1992) questioned whether this could be replicated 
elsewhere. But even despite this collaboration the social worker 
apparently had reservations about the idea of a district nurse acting 
as a case manager, since there was a "tendency for social service staff 
to 'possess' 'Caring for People' " (p. 20). Although both agencies 
were committed to a joint approach, "social service staff 
representatives appeared surprised at the prospect of certain practical 
implications of this Jointness' " (p. 20). 
As well as the positive messages to be found in the project, Peck 
(1992) described the problems encountered in Blaydon as being 
typical of those faced by any new pilot project conceived as an "add- 
on" within the context of existing services. He also noted drawbacks 
to the policy guidance model of case management, where assessment 
is separated from the design and implementation of the care package. 
The district nurse as case manager was geographically isolated from 
the assessment team and received fewer referrals as a result of this. 
A further difficulty encountered by practitioners was in assessing for 
needs which resources could not meet. Other issues noted in the 
evaluation included lack of clarity in the criteria for identifying 
clients, the need for more training, the failure to clarify 
responsibility for reviews and the fate of clients on the scheme once 
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the project ended. Most of these points have been encountered 
before in the literature surveyed. 
The multi-method case study of care (case) management at the 
interface of social work, general practice and district nursing (Ross 
and Tissier 1994, Ross and Elliott 1994, Ross and Tissier 1997) 
provides another much-needed example of research focused on nurse 
case management. Like the Blaydon project (Peck, 1992), its 
implied definition of case management (through its elaboration in the 
literature review and helpful glossary of terms) was based on policy 
guidance. However, while the case manager was, by definition, "not 
involved in any direct service provision" (Ross and Tissier, 1994, 
p. 7), the social worker and district nurse who assumed the role in the 
project were elsewhere described as "service providers" (Ross and 
Tissier, 1997, p. 157), thus somewhat weakening this conceptual 
clarity in the operationalization of the term. Further, it is not clear 
whether the targeting/screening criteria, defined in relation to the 
area's community care plan, were rigorously enforced, or whether 
all referrals were, as implied, subjected to one of three levels of 
assessment described. 
Neither is it entirely clear whether the district nurse was to be seen 
as having full case management responsibilities under the accepted 
definition of the term. Certainly, the social worker and district 
nurse were not seen as having identical roles within the project 
(unlike the Blaydon experience), the former being full-time in that 
capacity and the latter also having team leader and caseload 
responsibilities in her conventional role. Further, despite references 
to both as "care managers" (for example Ross and Tissier, 1994, 
p. 18) and taking "joint responsibility for assessment and care 
management" (Ross and Tissier, 1997, p. 154), the district nurse was 
elsewhere described as the "key worker" (Ross and Tissier, 1994, 
p. 16), who may become case manager for certain clients only. In 
addition, the social worker case manager was based in a social 
service office, while all district nurses were GP based. 
These points notwithstanding, issues arising from this project have, 
by implication, much to contribute to the debate about the 
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introduction of case management and the suitability of community 
nurses for the role in particular. The lack of time (and resources) 
devoted to the setting up of the project, the tensions inherent in the 
health/social care divide and the "end-of-project ethics" are not 
unfamiliar themes in the case management literature. A key 
observation was the marked imbalance between the number of 
assessments conducted by the social worker (46) and the district 
nurse (7) (plus one joint assessment), although the reasons for this 
were not fully explored. However, it was also noted that "from the 
small numbers of core assessments conducted by the district nurse, it 
appears that the group of clients that fits particularly well with the 
district nurse being care manager are those with a terminal illness" 
(Ross and Tissier, 1994, p. 40). This finding perhaps illustrates the 
appropriateness of the case study approach to the topic, enabling the 
kind of focus on "characteristics", rather than "numbers" that 
Askham and Thompson (1987) found so helpful, and the study of 
case management processes recommended by Lamb (1992). 
The unpublished study by Pearson (undated, but project dates 1994- 
96) bears much resemblance to that of Ross and Tissier (1994, 
1997), with one (full-time) social worker and one (part-time) district 
nurse acting as lead case managers based in two general practices and 
apparently following the policy guidance model of case management 
(though with no obvious difference between the two disciplines in the 
role in this instance). There was also an emphasis on the exploration 
of processes and issues through interviews with key stakeholders. 
However, this is not a detailed report, being written half-way 
through the project's two-year lifespan, so it is perhaps unfair to 
conduct any comparative analysis, though some of its discussion 
points and recommendations do bear reiterating. For example, as so 
often noted before, an initial lack of clarity in outlining the project's 
aims made for operationalization problems. Differing perspectives 
between the health and social care disciplines were made manifest in 
areas such as assessment, where the district nurse was criticized as 
having a limited scope compared to the social worker. Other 
recommendations included a greater knowledge on the part of case 
managers about financial arrangements, more supervision 
(the 
district nurse had less than the social worker) and resources and an 
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increased awareness by GPs of case management. Overall, a high 
degree of satisfaction with the pilot project was noted and Pearson 
concluded that "it appears that a district nurse Lead Care Manager 
can function as effectively as a social worker Lead Care Manager" 
(no page no. given). 
The final two studies considered in this section are perhaps not so 
central to the review as the previous papers, one (Waterman et al, 
1996) because its focus was not community care and the other 
(Edwards, 1997) because it did not feature nurses in the case 
management role. Nevertheless, they have been included for reasons 
described below and for the novel slant they offer on the central 
issue. 
The study by Waterman et al (1996), part of a larger evaluation 
project, was based in a hospital specializing in elderly care and is of 
interest here because five nursing sisters with two physiotherapists 
were designated case managers on a rehabilitation floor. The 
authors argued that ideals of case management practised in the 
hospital were similar to those familiar to community care, although 
the literature cited, which drew heavily on North American sources, 
casts some doubts on this, emphasizing, as it does, related concepts 
such as critical pathways, which are less familiar to a UK audience. 
It is apparent that a clinical model of case management was adopted 
and an imaginative and revealing ethnographic approach, including 
participant observation and interviews with case managers, focused 
on structure and process issues and revealed a shift towards a clinical 
emphasis and away from administrative functions. Nurse case 
managers remarked on the large adjustment and "boundary 
negotiation" this entailed and the greater degree of responsibility for 
a smaller number of patients. It is not clear whether there were 
differences between the nurse and physiotherapist case manager roles 
or whether they were allocated patients based on differential criteria. 
Further, as Waterman et al (1996) acknowledged, the sample was too 
small to claim generalizable findings. Nevertheless, the early stages 
of introducing a very new concept and the uncertainties attendant 
upon the change process were clearly apparent and must raise 
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awareness of the implications of implementing new nursing 
practices, such as case management, in any setting. 
The study by Edwards (1997) is of interest in the present context on 
a number of counts. It was conducted by a nurse (as a student 
research dissertation), it was one of the few examples of mainstream 
case management to be analyzed and to do this from a user 
perspective. The case managers of the clients in the study were all 
social workers, although the area also employed other professionals 
in the role and while there is no reason to suppose user perceptions 
and experiences would be different with nurse case managers, it is a 
pity that this angle could not have been explored. 
Conceptually, the model of case management described is interesting, 
if not entirely clear. Case managers were known as "community 
living contacts" (CLCs) in the area, while assessment was carried out 
by lead assessors. These were apparently different individuals, 
although there seemed to be some overlap in functions, especially in 
drawing up care plans and packages. The picture is somewhat 
reminiscent of that depicted by Ross and Tissier (1994) in their 
study, where nurses took on the case management role for particular 
clients only. 
The views of case management users were gleaned through semi- 
structured interviews, with a small (n--5) sample, though, again, the 
author made no claims to generalizability. The problem of obtaining 
respondents among a very frail target group able to articulate their 
-views is one already noted with regard to the RDP programme 
(Repper et al, 1994), though one also worth overcoming in order to 
yield valuable information. Many of the findings related to case 
management as a care system, rather than the case manager as an 
individual, and the author concluded that the promises of this mode 
of care delivery had not been fulfilled for this group. In particular 
she suggested that a different model of case management, such as that 
based on keyworking, could put community nurses in a more 
prominent position vis a vis the role. 
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1.6.4 Summary 
This section addresses the fourth aim of the review. 
* Although the amount of case management literature on or by 
nurses in the UK is at present limited, the few documented pilot 
studies with such a focus provide valuable insights for the nursing 
profession. 
-, Most of this literature comprises short, descriptive accounts of 
nurses in the case management role, though a few research studies 
exist, despite the methodological challenges these pose. Methods 
used in the latter group vary enormously, but tend to favour the use 
of interviews and documentation Both types support conclusions 
from literature previously considered in this review. 
9 Target client groups for nurse case managers are most commonly 
the elderly but also include those with mental health problems, the 
disabled and those with terminal illness. 
- Nurses designated case managers are most commonly district 
nurses, with some mention of CPNs and health visitors. They 
generally function within a multidisciplinary team and only part-time 
in the role, unlike social work colleagues. 
* Case management models adopted by nurses often lack conceptual 
clarity. There is a general focus on assessment and care planning, 
with some care delivery, though this may be said to weaken the 
"separatist" model of policy guidance. However, there appears to be 
a growing emphasis on purchasing and budgeting responsibilities. 
* Outcomes are difficult to assess, either due to the anecdotal nature 
of initiatives, or the process emphasis of the research. Conclusions 
tend to support a positive impact on clients and enthusiasm from 
staff. 
a However, a number of issues and difficulties recur in the literature 
including: 
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- structural and cultural differences between health and social 
services, but at the same time a generally positive change in 
interprofessional relations at all levels. 
- the need for adequate supervision in the role and for 
adequate resources. 
- the time-consuming nature of case management, especially 
for those functioning part-time in the role. 
e Conclusions tend to support the appropriateness and effectiveness 
of nurses in the case managment role under certain circumstances, 
for example focusing on particular client needs or adopting a certain 
model of case management. However, because studies are few and 




The current health service climate is firmly grounded in evidence- 
based health care (Thompson, 1998), and evaluative work on case 
management can be seen as very much in keeping with this trend. 
However, the experimental randomized controlled trial (RCT) is still 
regarded by many as the gold standard in the medical research which 
largely underpins this (Dawson and Heyman, 1997) and, while 
research and development within clinical nursing practice forms part 
of this wider focus (Roe, 1998a), the evaluation of community 
services provided by health professions other than medicine may not 
be suited to this approach. Dawson and Heyman (1997) discussed the 
limitations of the RCT as applied to a domiciliary physiotherapy 
service, which included the following observations: 
-a RCTs themselves can only be termed corroborative, not true in the 
absolute sense if adopting a Popperian position. 
4, Services involving multidisciplinary interventions are more 
difficult to evaluate than medically managed services. 
4- Where interventions are complex, variable, long term and social in 
nature, this weakens the interpretation of RCTs. 
* There are issues concerning the generalizability of demonstration 
and small scale projects and the take-up of inconclusive findings of 
trials of complex interventions by purchasers. 
Dawson and Heyman (1997) encountered further problems with 
ethics committees over multi-centre approval, and with GPs, 
unhappy about randomizing their patients to the control (non- 
intervention) group, since they were convinced that physiotherapy 
had a positive role in the community. The authors concluded that in 
the community context, the process of care is equally important as 
outcomes, and that methodological pluralism, which includes 
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respondent perceptions as outcomes in their own right, is required if 
research is to be relevant. 
Although much of the early case management research was based on 
the experimental, or at least quasi-experimental, method (Challis and 
Davies 1986, Challis et al 1989, Challis et al 1990), this has tended to 
become more untenable over time, for the reasons enumerated 
above, in particular the growing evidence for the effectiveness of 
case management and the ethical problems of depriving the 
intervention for control groups. Applying Dawson and Heyman's 
(1997) principles to the current research, it may be suggested that 
useful evaluative findings may be obtained through a focus on 
process issues, based on professional and client/carer perceptions. 
Aims and objectives were devised bearing this in mind. 
2.2 Aims and objectives 
The aim of the present study was to fill some of the gaps noted in the 
research and attempt to identify the current and potential relevance 
and value of case management to community nursing and its 
clientele. 
Objectives emerging ftom this broad aim, and linking directly with 
the conclusions at 1.2 - 1.6 were to identify: 
i) The extent and nature of the current community nursing 
involvement in case management as a prelude to more in-depth 
analysis. 
ii) Case management projects involving community nurses with 
respect to: 
client groups and their characteristics 
case manager status and characteristics 
models of case management adopted and the consequent care 
practices and processes 
& educational preparation 
9 management structures 
9 practice conflicts and ways of addressing them. 
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iii) How these variables relate to client, carer and professional 
perceptions of community nurse case management. 
iv) The "durability" of case management as a model for community 
nursing in the light of changing social and health policy. 
v) Recommendations for future service configuration and practice 
development based on these findings. 
2.3 Overall design of the study 
It was felt the objectives could be best met through a three stage 
design, comprising firstly, a preliminary telephone survey, secondly, 
a more detailed questionnaire survey and, thirdly (following 
informal recontact by telephone) a number of in-depth case studies. 
A further, longitudinal questionnaire to respondents of both the 
second and third stages was subsequently added as a means to 
addressing the fourth objective. 
Although the case study stage would be the main focus and 
specifically address the second, third and (partially) fifth objectives, 
a questionnaire survey stage was felt to be necessary to provide some 
idea of the extent of nursing involvement in case management (first 
objective) and, at the same time, provide a database from which to 
draw the case studies. However, sample selection for a questionnaire 
posed additional problems, both theoretical and practical. Sampling 
theory tends to hold the view that probability (random) sampling is 
more highly respected than non-probability methods (Polit & 
Hungler, 1999) since greater confidence can be placed in its 
representativeness. However, its use assumes a population whose 
elements can be individually identified (Bums & Grove, 1997). In 
this instance the very reason for conducting the survey was because 
the "population" (of case management projects) was unknown. 
From the practical viewpoint, even non-probability (convenience) 
sampling presented difficulties, since it begged the question of whom 
to target with the questionnaire (in other words, who, within the 
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community nursing service structure, would be most reliably 
informed about current practices). This issue proved problematical 
for a number of reasons. Firstly, in keeping with changing job 
descriptions (Carlisle, 1992) and a tendency towards decentralisation 
in the organisation of community nursing (Sylvester, 1992) new role 
titles were emerging which did not always readily denote area of 
responsibility (as exemplified, for example, by contemporary news 
items in the nursing press). Secondly, with the concepts of 
accountability (UKCC, 1992a & 1992b) and clinical facilitation 
currently being emphasised, it could no longer be assumed that it was 
the managers (rather than the practitioners themselves) who were the 
best informed on matters of practice. And, finally, with such 
apparently unequal, and on the whole tardy, movement towards the 
full implementation of community care (Audit Commission, 199,2. ), a 
"convenient" sample may well have been one characterizing little or 
no action. It was, therefore, decided to add a further initial stage to 
the research design in the form of a telephone survey. 
2.4 The telephone survey 
2.4.1 Rationale 
The use of the telephone as an effective tool in health care and health 
research has increased over the past few decades as technology has 
improved and larger proportions of the population have access to a 
telephone (Barriball. et al, 1996). Indeed, the telephone survey has 
achieved a respected status as a legitimate means of data collection, 
inasmuch as it is represented in what are considered to be classic 
texts on survey research in general (for example, Oppenheim, 1992). 
However, critical analysis is less abundant. Sudman & Bradburn 
(1982), in discussing its indications (mainly in the area of social 
survey research where names are often randomly selected from 
telephone books) suggested that, with few exceptions, no differences 
are observed in the answers given to the same questions asked by 
mail, telephone or face to face and that other cnteria should 
therefore determine the method of choice. They also discussed the 
advantages of combining mail and telephone procedures, though the 
favoured method would appear to involve sending the respondent 
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material first, then interviewing by telephone (thus allowing time to 
seek out any necessary information). 
There appears to be more evidence of the use of the telephone survey 
in nursing research outside the U. K. than within. Cassiani et al 
(1992) adopted the method in order to determine the extent of the 
knowledge of the general population pertaining to schools of nursing 
in Brazil. However, selection of respondents was by stratified 
sampling from the telephone book, rather than targeted at particular 
individuals. Further, although they documented a 22.57% non- 
response rate, the authors failed to report how many times each 
number was attempted. Overall they concluded that the method 
proved efficient and recommended the expansion of its use in 
nursing research. Holzemer (1992), in a paper discussing the use of 
case management as a way of linking primary health care to self-care 
in the USA, used the telephone survey method in order to elicit from 
directors of community services data on the ability of community 
agencies to meet requests for social/supportive services. Holzemer, 
unfortunately, did not comment on the utility of the technique, but 
the reporting of findings implies it had at least some success. 
Overall, the review of literature on the telephone method by 
Barriball et al (1996) suggested that, in particular, its potential to 
identify key informants and improve response rates within a multiple 
frame/mixed mode design were of relevance to the present research. 
Its major disadvantage appeared to be the high non-response rate, 
though the literature suggested that this could be offset by 
establishing a set number of recalls within the research protocol. 
2.4.2 Aims 
The telephone survey covered community nursing services in all 189 
English Health Authorities (except Special Authorities) listed in the 
1991 Handbook of Community Nursing (the most up to date then 
available). (This was, it should be said, at a time predating the large 
scale assumption, by the provider arm of these bodies, of trust status, 
although the concurrent process of negotiating this by many 
participants at the time of the research was but one added change 
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factor in the general milee of instability which characterized the 
background against which it was set). The aims were: 
i) To identify a named individual in each Health Authority informed 
on the current state of community care initiatives within the area. 
ii) To further identify individuals willing to complete a questionnaire 
where there was evidence of well advanced initiatives involving 
nurses. 
iii) To gain a preliminary overview of current community nursing 
practices in the light of the community care legislation. 
iv) To evaluate the telephone survey as a method of accessing an 
informed sample for subsequent stages of the research. 
The reasons taken for this approach constituted attempts to solve the 
practical problems enumerated above: 
- Titles in the Handbook of Community Nursing are sufficiently 
standardised to enable the researcher to have some idea of the level 
of community nursing management that was being approached. 
1, If the original contact proved insufficiently well informed, a 
further name could be requested. 
*A contact by telephone, once established, would elicit a quicker 
response than one by mail. 
* An established contact and agreement to complete a questionnaire 
would, hopefully, result in a higher response rate, while instances of 
refusal, or little innovation, would save unnecessary expenditure on 
canvassing for unlikely or uninformative responses. 
This pragmatic approach has theoretical implications which need to 
be explored vis a vis maintaining methodological rigour in the 
research design and these are explored in terms of sample selection 
and data collection strategy. 
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2.4.3 Derining the population and sample. 
Kalton (1983) stated that one of the first steps in survey design is to 
define the population to be studied, because the results will depend 
on the definition adopted. This would appear on the surface to be 
fairly straight forward, but again gives rise to debate, both in 
general and with respect to the present research in particular, where, 
as indicated, the population was an unknown quantity. 
Part of the problem, at least, is that the terminology used in research 
texts is at present far from uniform in terms of the basic definitions 
of such words as "population", which is variously described as the 
aggregate (or entire set) of "Individuals", "elements", "cases" or 
flunits" to which the results of the research apply (Polit and Hungler, 
1999, Bums and Grove, 1997, Kalton, 1983). The issue is not 
merely one of semantics, since some of these terins - notably "case" 
and "unit" (of analysis) - take on very precise meanings in certain 
types of research. It also confuses the issue of what exactly is to be 
defined. 
In order to overcome this, the terms put forward by Moser and 
Kalton (1971) were adopted in order to identify two different aspects 
of a population, which have implications for the methodology 
selected. Moser and Kalton's reasoning was that, in discussing a 
population or a subset of this (that is, a sample) the researcher is 
actually considering two issues, i) who, or what, to collect 
information from (the respondents) and ii) who, or what, to collect 
information about (the subject matter of the resulting data). These 
aspects are correspondingly termed the "sampling units" and the 
"units of enquiry". In practice it would seem to be the case that the 
two are often synonymous, and it is only considered of importance to 
separate the two in the present research because they were not. 
The difference may perhaps be best illustrated with respect to the 
classic research case study, where the sample may be said to 
comprise individual "cases". Yin (1994), in his account of the 
design, however, also made use of the term "unit of analysis", and 
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the two concepts can be upheld as equivalent to those of Moser and 
Kalton. Where case study research consists of a narrowly defined, 
single, or unique, case approach (for example, focusing on an 
individual's experiences) this may present no problems, since the 
individualfrom whom and about whom the information is collected 
will often be the same. Where, on the other hand, there are multiple 
"cases" (or, in Moser and Kalton's terms "units of enquiry") about 
which information is sought - for example health care innovations in 
different settings - the "units of analysis" (or Moser and Kalton's 
"sampling units") from which/whom data are collected may be 
different - for example different individuals involved in those 
innovations. This point will be further reviewed in the discussion on 
case study method. 
It has already been suggested that the population in the present 
research be seen as consisting of case management projects. This can 
now be more clearly redefined as the unit of enquiry for the third 
stage of the study. For the first (telephone survey) stage, which is 
the focus of the present discussion, the unit of enquiry, if approached 
in terms of the survey objectives (outlined above), as Moser and 
Kalton (1971) suggest, may be identified as twofold: i) a named 
individual within each English Health Authority, able to provide 
reliable information on community nursing case management 
initiatives and willing to complete a questionnaire, and ii) the case 
management related initiative itself, about which very brief details 
were sought (in order to filter for appropriateness to enter the 
questionnaire stage). The sampling unit, on the other hand, can be 
defined as a community-based nurse for whom a contact number 
exists in the Handbook of Community Nursing. This overcame the 
"catch 22" situation of being unable initially to identify a source of 
informed respondents which, had sample identification been 
approached as a unitary stage (presupposing some knowledge of the 
population), would have been difficult, if not impossible, to plan for. 
A breakdown of the individual stages is illustrated 'in fig 2.1, where 
it can be seen that the data pertaining to the unit of enquiry in stage 
one became the basis for the definition of the sampling unit for stage 
two (the questionnaire survey). It illustrates how the researchers 
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worked from the unknown and undefined, to the known and 
definable. 
Fig. 2.1. Stages of the research and corresponding sample 
selection procedure. 
Stage Sampling units 
(data sources) 
Units of enqui[y 
(focus of studyl 
1. Telephone survey Named CNs from all Informed individual 
English Health nurses & related CM 
Authorities picked from initiatives 
CN Handbook 
(189) (establish existence) 
2. Questionnaire All informed individual 
survey nurses willing to CM initiatives 
complete questionnaire 
on related CM (outline description) 
initiatives (105) 
3. Case studies Selected individual CM initiatives 
nurses representing 
advanced CM initiatives (detailed description 
1(13) and evaluation) 
CN community nurse/nursing 
CM case management 
2.4.4 Data collection strategy 
It was agreed that the cost of telephoning would be supported by the 
department of nursing where the research was based. There was also 
agreement to fund the part-time use of a research assistant, already 
based in the department, to help with this initial phase of the project. 
This subsequently proved a very valuable and necessary support. 
Interviewer preparation and training (for both researcher and 
assistant) included the development of an interview protocol 
(guidelines), the use of an introductory telephone sequence, strategies 
for building and sustaining rapport and familiarity with the record 
sheet (Barriball et al, 1996). 
134 
The strategy consisted of approaching each English Health Authority 
via the highest nursing level of generic (district nursing/health 
visiting) community nursing management in the first instance (thus, 
for instance, titles such as Unit General Manager, not necessarily 
indicative of a nursing post, were avoided, though this title 
sometimes subsequently became a secondary referral). Information 
was sought regarding the current state of community nursing in 
response to the key terms "NHS & Community Care Act, 1990", 
"interagency working" and "case management". No definition of the 
latter was offered unless requested, since it was felt this might 
constrain responses in relation to a concept which was, as 
demonstrated in the literature review, ill-defined at the time. 
Further contacts within the Health Authority depended upon the 
outcome of thi's 'interchange. If a comprehensive overview could be 
provided, no further contact was made other than a request to 
complete a questionnaire if appropriate. Where, however, little 
information could be provided on behalf of those in the fields of 
mental health or care of people with learruing disabilities, contacts 
were made with those specialist management teams. A maximum of 
four calls were generally made to each number before moving on to 
either a separate field within the Health Authority or outside. This 
obviously gave rise to 'inequalities in contact with, and M*formation 
obtained from, the various Authorities. 
Thus the sample selected could be said to result from a combination 
of accidental (convenience), purposive Oudgmental) and even 
snowballing (networking) techniques - the latter since other names 
were often forthcoming as further contacts and/or as recipients of 
the questionnaire. The technique also embraced multiphase 
characteristics (Moser & Kalton, 1971) and, given the fact that every 
Health Authority in England was approached, one could even argue 
for the assertion that this stage consisted of a (survey or accessible) 
population rather than a sample. But, more important than applying 
terminology is, as Morse (1986) has suggested, the fact that the 
sample should be judged appropriate (to the research question) and 
adequate (sufficient and of acceptable quality) for the type of 
research undertaken. In real life research, Morse commented, 
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methodology rarely achieves the ideal and it is felt that, within the 
limitations discussed, this eclectic approach served its purpose. 
Reliability was difficult to measure, since it was not possible to apply 
the conventional tests. Two interviewers piloted the method using 
the protocol, which was in the form of an evolving flow-chart and 
acted as an aide-memoire, covering a variety of possible replies from 
the respondent. This, and the careful documenting of responses on 
the record sheet, ensured some consistency in the handling of data. 
The main survey was conducted largely by the research assistant, 
who found, with experience, the protocol became something of a 
constraint. A more informal, conversational approach to the 
interview later allowed for clarification of meaning and purpose on 
both sides, while still covering the substance of the protocol. A 
sound, and shared, background knowledge on the part of both 
interviewers enabled informed judgements to be made relating to 
whether the initiatives described by respondents constituted 
significant innovatory practices within the context of community 
care. 
Validity of the emerging data was similarly difficult to establish. 
One accepted way of approaching this in qualitative methods is by 
triangulation, or using "multiple sources of evidence" (Yin, 1994) to 
verify findings and a crude variant of this was utilised in the present 
research by comparing data with documented evidence gleaned from 
the literature review. This technique obviously has weaknesses so, 
despite a pfima facie good match, the degree of validity was difficult 
to establish. 
Data recording via the record sheet was completed by hand at the 
time of the call and designed by the researchers for this purpose. 
This was later transferred to a computer database for analysis, when 
specific issues arising in the conversation were, as far as possible, 
matched against preset criteria indicative of various features of, or 
akin to, case management. 
136 
2.4.5 Response rate and profile 
Of the 189 Health Authorities approached, contact was made with 
"informed" individuals in 161 (table 2.1), though this was rarely at 
the first attempt and often not via the first line of management 
Table 2.1 Analysis of telephone survey sample 




Approached Contacted Sent questionnaires sent I 
questionnaires 1 
189 1 161 98 105 122 
approached. The non-response rate of 28 (14.8%) - that is, Health 
Authorities where there was failure to access individuals in either of 
the three lines of management after the maximum attempts - was 
therefore lower than that recorded by Cassiani et al (1992), though, 
as noted, these authors failed to mention the number of attempts they 
made. Of these 28, five were the result of "secondary" calls, where 
the primary respondent had diverted the interviewer to another 
named individual who, it was suggested, might fulfil the criteria 
requested. 
In terms of the designation, or job titles, of informed respondents, 
this information was only requested from those agreeing to complete 
a questionnaire. In total, questionnaires were despatched to 100 
designated and five non-designated individuals in 98 Health 
Authorities. This discrepancy arose due to the fact that in five cases 
the title of the respondent was not established and in five Health 
Authorities two or more designated individuals requested separate 
questionnaires. The 100 designated individual recipients carried 44 
different titles between them (table 2.2) among which those 
incorporating the terms "manager" and "director" were the most 
popular. 
The questionnaires sent to the 98 agreeing Health Authorities were 
for distribution to 122 individuals, either through the multiple 
request system (see above) or through the "channelling" of multiple 
copies through one respondent. Decisions on whether the 
137 
respondent's description of any project in the telephone survey 
fulfilled the criteria for inclusion into the questionnaire round was, 
to some extent, based on subjective judgement on the minimal 
amount of data it is possible to elicit in a short conversation. 
Table 2.2. Individuals receiving questionnaires (i. e. with 
knowledge of case management projects) 
i) By designation 
Title No. of individuals No. of different titles 
title inc. manager 53 22 
title inc. director 22 9 
title inc. adviser 8 6 
nursing officer 5 1 
senior nurse 
other 7 5 
not known 5 
Total 105 44 

















CPN = community 
psychiatric nursing 
DN/HV = district 
nursing/health visiting 




The telephone survey data were, by their very nature (which 
9 involved often unanticipated conversation on the part of respondents, 
within a restricted context) difficult to standardize. This was 
important in terms of facilitating analysis and enabling a "screening" 
procedure of the kind advocated by Yin (1993) prior to case 
selection for the final stage of the research. Therefore an 
intermediate questionnaire survey was undertaken, whose semi- 
structured format was based on findings from work already 
completed and reviewed in the literature. 
2.5 The questionnaire survey 
2.5.1 Rationale 
The questionnaire is both very popular and useful in social survey 
research, with its advantages and limitations well rehearsed (Moser 
and Kalton 1971 , Parahoo 1993, Mulhall 1998) and its principles 
identified (Moser and Kalton 1971, Oppenheim 1992, McColl 1993). 
It is perhaps important to note that this data collection method sits 
firmly within the quantitative paradigm (Parahoo 1993, Mulall 
1998); even where open-ended questions are used, responses are 
taken at face value, with no opportunities to uncover underlying 
meanings or to interact with respondents, as in qualitative studies. 
Thus the detailed examination of case management processes and case 
manager/client perceptions were thought best suited to a case study 
approach. Nevertheless, a written questionnaire could cope more 
comprehensively, and with a greater degree of uniformity than the 
telephone survey responses already elicited, such that further, and 
more time-consuming, investigation could be limited to those sites 
where there was reasonable evidence for case management activity. 
Perhaps the most serious limitation of the questionnaire method for 
current purposes was considered to be the potential for a poor 
response. Moser and Kalton (1971) quoted a rate of 30% - 40% to 
be not uncommon, although as little as 10%, and as much as 90% has 
been recorded. The authors warned that a rate of under 30% was 
likely to be of little value in terms of the sampling issues discussed 
above. Other drawbacks were thought to be of less relevance. For 
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example, the inability to provide for contextual or elaborative detail 
(Parahoo, 1993, Muthall, 1998) could be compensated for in the case 
study phase; the lack of sponteneity (Moser and Kalton, 1971), 
problems of not knowing who actully formulates responses (Moser 
and Kalton 1971 . Parahoo, 1993) and the ability to preview all the 
questions before answering (Moser and Kalton 197 1, Mulhall 1998) 
may actually be considered as advantages in this instance, since 
accuracy of reporting was considered more important than 
immediacy of response or a particular information source. On the 
other hand the advantages of the questionnaire - unifornlity, the 
avoidance of interviewer bias, relatively easy and fast analysis 
(Parahoo 1993, Mulhall, 1998) and economy of time and expenditure 
on the part of both the researcher and respondent (Moser and Kalton 
1971, Mulhall, 1998) - were still felt to hold good for the research. 
2.5.2 Questionnaire design 
The questionnaire schedule (Appendix 1), subsequently designed, 
sought answers pertaining to a number of issues raised in the 
literature, but not covered adequately in the telephone survey. These 
were largely of a descriptive nature, but included some evaluative 
material, namely: 
1, community nurse involvement in planning for case 
management 
m, numbers of community nurses acting as designated case 
managers 
status of nurses assuming this role 
model of case management being adopted, including 
details of budgetary control and other services involved 
client groups involved 
numbers on caseload 
perceptions of advantages and drawbacks of the initiative 
any evaluation of services completed or anticipated 
future plans or potential for development. 
The combination of fixed choice and free response answers was 
designed to create a minimal "data set" from a respondent group 
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who, it was anticipated, would have limited time for questionnaire 
completion. At the same time, more detailed explanations were 
made welcome if there was time and inclination to provide this. One 
particular feature of the question order was that the title "case 
manager" occurred (along with alternative titles) only after a 
description of the community nursing initiative had been sought, in 
order not to sensitize the res pondent to the subject under study, or, 
indeed, miss accounts of what amounted to case management, in 
essence, if not in name. 
Advice was taken from colleagues in a nearby Nursing Research Unit 
who were experienced in questionnaire design and who suggested an 
appropriate layout for the the schedule in a booklet format. A 
covering letter, the tone of which is thought to be influential in 
encouraging a response (Moser and Kalton, 1971) was included in 
the mailing with a stamped, addressed return envelope. The letter 
outlined the purpose of the research, invited response, provided 
instructions for completion and assured confidentiality. In order to 
track non-respondents, and for ease of analysis, each questionnaire 
was assigned a code number, since there was no request for name of 
Health Authority or individual respondent. 
2.5.3 Pilot study and main data collection strategy 
Two rounds of pre-testing and pilot work were conducted. The first 
consisted of circulation of the questionnaire to a small number of 
professional colleagues (three) in community nursing management 
posts, inviting completion and, more importantly, comments on 
"user friendliness". A number of helpful suggestions were received, 
principally concerning conciseness and clarification of instructions, 
which were incorporated into -a second 
draft, circulated to the same 
respondent-advisers. This was largely well received, with positive 
comments on the layout and instructions. The only real problem 
appeared to be how to handle responses when there was more than 
one project running. This was eventually dealt with through the 
rubric at the head of section B (see Appendix 1), a subsidiary part of 
which was typed in italics. 
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The approved questionnaire was then sent out to a further pilot 
sample of seven recipients, drawn alphabetically from the list of 
positive telephone respondents. Five of these were returned and felt 
to be appropriately completed, suggesting that understanding of the 
instructions and rate of return were sufficiently satisfactory to be a 
basis for main study distribution. These five, but not the original 
three, were subsequently included in the main sample. 
2.5.4 Response rate and data analysis 
A total of 122 questionnaires was finally despatched to the named 
individuals previously contacted by telephone and 66 of these had 
been returned after one month. Reminders were sent to 42 of the 
non-respondents, representing different Health Authorities on which 
there were no data (and including the two non-respondents from the 
second pilot round). Of these, 17 were returned, giving an overall 
return rate of 83 (68%) from 74 (75.5%) Health Authorities, well 
above Moser and Kalton's (1971) "critical" level of 30%. This rate 
may have been influenced largely by the pre-questionnaire telephone 
call which sought, among other things, a willingness to respond to 
further requests for information. On the other hand, it has to be said 
that a few forms were poorly completed, demonstrating, perhaps, 
that even what might be considered comprehensive telephone 
briefing may fail to ensure complete understanding by respondents 
of the nature and aims of any given research, particularly where the 
research itself involves an element of concept clarification. 
Analysis of returns proceeded by transferring data on to a database 
within an integrated package (Microsoft Works) and using its 
facilities to calculate totals occurring within individual response 
categories, Le.: client group, nurse details (specialty, grade, number 
involved), nurse functions, other services involved, title used, time 
limit and funding of project, and plans for evaluation and/or 
extension. These data were treated to descriptive statistics. More 
qualitative material was analyzed manually around the major themes 
of the questionnaire itself. This provided material to inform the 
final stage of the design. 
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2.6 The case studies 
2.6.1 Introduction 
The case study is at once a -familiar, yet elusive approach to research. 
It is familiar because it has been promoted by researchers and writers 
from a number of disciplines, for example education (Ball 1983, 
Burgess 1985, Hammersley 1986, Stake 1995), experimental 
psychology (Barlow and Hersen 1984, Robson 1993, Yin 1994) and 
nursing (Hutchinson 1990, Woods 1998, Ross and Tissier 1994). It is 
elusive, at least in nursing, because the case study method is usually 
only given minimal attention in general research textbooks (for 
example Bums and Grove 1997, Polit and Hungler 1999) and because 
much research appearing in academic nursing journals which claims 
to use the design fails to either define the author's interpretation, or 
offer a rationale (Woods, 1997). Such papers often include the label 
"case study" in the title, then proceed to infer that this equates with a 
qualitative - often phenomenological - approach, where the focus is a 
sample of one, or at least a very limited number (for example Titchen 
and Binnie 1993, Wilson 1993, Dale 1995). 
The work of Stake (1994,1995), who has written extensively on the 
case study method, would appear to support this observation beyond 
the field of nursing. His comment that "labels contribute little 
understanding of what researchers do" (1994, p 236) implies the need 
to describe and justify a chosen research method, rather than assume 
an accepted meaning. This is particularly true when the method in 
question - unlike, perhaps, the questionnaire and telephone surveys 
already described - has different interpretations. Thus: 
"custom is not so strong that researchers (other than graduate 
students) will get into trouble by calling anything they please a 
case study" (Stake, 1994, p. 237) 
For this reason, it is worth outlining the background, definition and 
issues pertaining to the method as adopted for the current research 
before discussing the chosen strategy in more detail. 
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2.6.2 Background 
Hamel et al (1993), writing from the ethnographic sociological 
tradition, described the history of the case study in terms of a 
repeating rise-and-fall pattern, and detected three main sources of 
influence on its development. They credited the origin of the method 
to Malinowski, a Polish born Austrian, who took refuge in Melanesia 
during World War 1. During this time, Malinowski engaged in the 
study of culture and anthropology through observation. His aim was 
to understand the meanings assigned to behaviour, and his "case" for 
study was the village or tribe. 
A second seminal factor in case study development was seen by 
Hamel et al (1993) to be the French sociologists of the 19th century, 
in particular Le Play, who studied the cycles of decline and prosperity 
of societies through their component parts, families, which constituted 
the cases in this instance. However, his work was subsequently 
challenged as being too biased and narrow. 
The third source of influence, also mentioned by Hammersley (1989), 
in his discussion of the method, was said to be the Chicago School of 
Sociology, which, at the end of the 19th century, developed the first 
important form of qualitative research in that discipline. In this 
context, the "case" of the method was a small, local community. 
However, Hamel et al (1993) described how the statistical survey 
method subsequently gained ground as the main approach to research 
in sociology, and the case study was temporarily discredited, only to 
revive some time later under the "new ethnography". It was during 
this later flourishing that the classic study by Whyte (1955) of Street 
Comer Society - quoted in most of the texts on the subject - was 
written. 
But this rather narrow interpretation of case study research, based 
firmly in the ethnographic tradition, has been challenged by 
researchers from the scientific field. Barlow and Hersen (1984), for 
example, who were experimental psychologists, saw the growth of 
clinical replication studies in their own field as influential to case 
study development. They interpreted the significant work of 
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psychologists, such as Freud, in the 19th and early 20th centuries, who 
developed theories based on the treatment of individuals, as being 
equivalent to the single case experiment. This method was said to 
have been the basis for most experimental studies before clinicians 
became aware of the principles of control, manipulation and 
randomization. Again, though, Barlow and Hersen have commented 
on the exaggerated claims to success which led to the "case study" 
falling, once again, into disrepute. 
Further, and apart from the major research paradigms, Hammersley 
(1989) has detected the influence of various professional practices on 
the case study. These included the case work of social workers, case 
reports of journalists and case examples in nursing and teaching. This 
diversity of influences was offered by Hammersley (1989) as an 
explanation for the variety (and often lack of clarity) in the conceptual 
interpretation of the method by its different proponents. While this 
explanation may be true, it should, perhaps, suggest caution when 
reading research to ensure that the author is actually describing a 
research method rather than a vehicle for detailed description of a 
single phenomenon, perhaps for other purposes. 
2.6.3 Defining case study research 
This point is of importance when searching for a definition of case 
study research. Hammersley (1989), in his account of the Chicago 
School, has illustrated the point in putting forward their view: 
"In essence, the term "case study" referred to the collection of 
detailed, relatively unstructured information from a range of 
sources about a particular individual, group or institution, 
usually including the accounts of subjects themselves" 
(Hammersley, 1989, p. 93) 
Even the novice nurse research student can point out that "relatively 
unstructured information" sits uneasily with the traditional definition 
of research as a systematic process, involving discipline and structure 
(for example Macleod Clark and Hockey 1989, Powers and Knapp 
1990), aimed at extending a given body of knowledge. T his is not to 
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say that Hammersley himself supported the view of the Chicago 
School - indeed his earlier collection of case studies in classroom 
research (Hammersley, 1986), which included a variety of approaches, 
does not indicate any particular view. Nevertheless, his edited 
collection of school studies (1983) appears to support the placing of 
case study research firmly within the qualitative (and, more 
specifically, the ethnographic) paradigm (Ball, 1983). 
This is a not uncommon position amongst researchers. In education, 
Lawrence Stenhouse (also an advocate of the ethnographic tradition) 
developed the idea of the "case record" as the ordered, but untheorized 
presentation of data, which formed the building block of the case 
study - "the product of fieldworkers' reflective engagement with an 
I individual case record" (Ruddock, 1985, p. 102). In nursing the case 
study has been categorized by Parse et al (1985) as an example of the 
descriptive method within the qualitative framework. Both saw the 
purpose of the method as the in-depth investigation of a particular unit 
or institution, a view subsequently accepted by other writers (for 
example Hutchinson 1990, Powers and Knapp 1990). 
In contrast stands the definition put forward by Yin (1994), who saw 
the case study as: 
"An empirical enquiry that: 
a investigates a contemporary phenomenon within its real-life 
context; when 
-D the boundaries between phenomenon and context are not 
clearly evident" 
His definition was further elaborated in a second set of conditions: 
"The case study enquiry: 
-, copes with the technically distinctive situation in which there 
will be many more variables of interest than data points, and as 
one result 
a relies on multiple sources of evidence, with data converging in 
a triangulating fashion; and as another result 
9 benefits from the prior development of theoretical 
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propositions to guide data collection and analysis" 
Yin, 1994, p. 13 
This at once differentiates case study research, not only from 
experimental and quasi-experimental designs, which aim to divorce 
the phenomenon under study from its context, but also from historical 
research, which does not study contemporary events, and surveys, 
which attempt to limit the number of variables under investigation. 
Yin subsequently challenged many of the commonly held assumptions 
about case study research; it was not to be seen as synonymous with 
ethnography, nor did it always focus on one single person, group or 
institution. Finally, though in-depth in nature, data were certainly not 
to be seen as lacking structure. 
However, though persuasive and comprehensively explored, Yin's 
concept of case study research does bear scrutiny, particularly in the 
context of any particular application. Four major areas of debate will, 
therefore, be considered in relation to the strategy adopted in the 
current research. These issues focus on i) case and context, ii) 
external validity, i1i) triangulation and iv) the relationship to theory, 
and are roughly equivalent to the four major sections of Yin's 
definition. 
2.6.4 Issues in case study research I 
i) Case and context 
In stating that the boundaries between phenomenon and context are 
not clearly demarcated, Yin (1994) seemed clear that the case study 
would necessarily include data relating to that context because the 
researcher "deliberately wanted to cover contextual conditions" (P. 13). 
This appears to have marked a development in Yin's thinking, since 
the first and revised editions of his basic text (1984,1989) failed to 
mention this inclusiveness, while his later book of applications of case 
study method (1993) implied the point only through the addition to his 
definition for the first time of the clause about variables and data 
points (see above). At the same time, his emphasis on the neted to 
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clearly define the case meant that case-related and context-related data 
were not to be treated in the same way. 
This poses challenges for the researcher, not least because his 
examples in the "applications" book (Yin, 1993) fail to illustrate in 
detail how this principle should be operationalized. Nevertheless, 
Yin's unfolding theory is perhaps more helpful than that of Stake, who 
wrote, on the one hand, about the case as "a bounded system" (Stake, 
1995, p. 2) and "the boundaries of the case" (1994, p. 237), while 
referring, on the other hand, to the "infinitely complex" nature of case 
and context, where "the phenomena are fluid and elusive" (1995, 
p. 33). Contextual issues have been clearly shown to be important to 
the phenomenon of case management, in the form of national policy, 
professional theory and local organizational structures, so Yin's 
specific counsel of inclusion would certainly seem appropriate here. 
Most researchers appear to support Yin's emphasis on the importance 
of a clear definition of "the case". However, experts differ as to 
whether this should be imposed by the researcher or be evolutionary 
in nature. Hamel et al (1993) wrote about the need to actively select 
the ideal case in order to grasp the object of study and of the need for 
the researcher to intervene to produce a definition rather than having it 
imposed by the field or key informants. Robson (1993), who, in many 
respects, comes closer to Yin in his conceptualization of the case 
study than most other writers, has referred to both "prestructured" and 
"emergent" designs, with a necessary trade-off between looseness and 
selectivity, meaning that most research falls somewhere between these 
two extremes. But Robson's "real world" research leaves room for a 
type of pragmatism which Yin would probably denounce as 
unsatisfactory. Although not overtly allied to one particular camp 
-ase definition in his here, Yin implied researcher control over thec 
assertion that it should follow logically from the nature of the research 
question and focus on the possession of characteristics of interest. 
Moreover, in order that findings can be compared with previous 
research, "key definitions should not be idiosyncratic. Rather, each 
case study .... should 
be similar to those previously studied by others" 
(Yin, 1994, p. 25). This approach would sit readily with the subject of 
case management, as it appears in the literature. 
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In seeking a definition, the question arises of whether anything 
(within, perhaps, the above limitations) can be a case if so designated. 
Stake (1995) strongly countered this position with the example of a 
teacher who, he suggested, could appropriately constitute a case, but 
not her teaching, since this would lack specificity. Interestingly, Yin 
(1994) disagreed with this assertion, claiming Stake himself to be too 
broad in his approach. Yin's wording, in a footnote to the subject of 
definitions, implies that Stake failed to differentiate the case study (a 
research method) and the case (its object). Defting the former in 
terms of an entity would mean that any object could then be labelled a 
case study regardless of methodology used. This would clearly 
belittle the discipline. The case, on the other hand, according to Yin 
(1994), can be some event or entity that is less well defined than a 
single individual" (the usual choice and that adopted by Stake) and 
"case studies have been done about decisions, about programs, about 
the implementation process and about organizational change" (P. 22). 
There is a substantial difference here, and this broader view was felt to 
hold potential for the present study, where case management practice, 
within a given location (case study site), rather than the practitioner, 
would provide the most useful focus. This was because the research 
question revolved around professional theory and practice from two 
disciplines (nursing and case management) and their interrelationship. 
Individual practitioners could be seen as the vehicles for this practice. 
Discussion about defining "the case" prompts clarification of other 
terminology, in particular the term "unit of analysis", briefly discussed 
at 2.4.3 above. This latter term is one example of research 
terminology which is commonly used and accepted, but rarely 
defined. Yin appeared, initially, to imply equivalence with case in his 
reference to "the definition of the unit of analysis (and therefore of 
the case) ... " (Yin, 
1994, p...?, 2, my emphasis) and this may be further 
taken as read in his summary of the same section, where he referred to 
"the unit of analysis (or the case itself) ... " (p. 
44). However, in a later 
discussion on different types of case study designs, Yin described a 
2x, 2 matrix, where the horizontal axis represented single and multiple 
case designs and the other what he termed "holistic" and "embedded" 
designs, since "within these two types [that is, single and multiple case 
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designs] there can also be unitary or multiple units of analysis" 
(Fig. 2.2) (Yin, 1994, p. 38). In other words, there is an implication 
that the case may be disaggregated for the purpose of analysis. 
Fig 2.2 Basic types of design for case studies 
(Yin, 1994) Reprinted by permission of Sage Publications 
Single case designs Multiple case designs 
Holistic (single unit of 
analysis) 
Embedded (multiple 
units of analysis) 
TYPE 1 TYPE 3 
TYPE 2 TYPE 4 
This is a point not addressed by the other main writers on case study 
research, though Stake's (1995) illustrative vignette of Harper School 
made reference to the "case within a case" as he studied classroom, 
teacher and pupil in order to build up the picture of the school itself. 
Stake is one of only a few researchers, like Yin, to detail the case 
study approach in action, and this is naturally useful for other 
researchers and adds credibility-r to their theory. 
In the present research into case management, this issue was dealt 
with in two ways. Firstly, it was decided to adopt Yin's (and Stake's) 
notion of designating a unit smaller than the case for purposes of 5 
analysis, in order to build up the case picture. Thus the case 
(community nurse case management practice within the case study 
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site) was subdivided into its component parts (the practices of 
individual case managers). In order to be clear about terminology, the 
former (the case) was termed the main unit and the latter (individual 
practice) a subunit (fig 2.3). This overcomes Yin's rather confusing, 
and various references to "the unit", "embedded units" and, in one 
instance, "subunits" (p. 41). However, unlike Yin and Stake in their 
implications (though the point was made explicit by neither) the unit 
and subunit were qualitatively the same, that is, comprised of case 
management practice, rather than, for example, individuals. It was 
thought this provided the sounder rationale for overall conclusions 
about the case. 
Secondly, the application of Moser and Kalton's (1971) terminology, 
discussed above, which differentiated sampling units (the sources of 
data collection) and units of enquiry (the subjects or variables to be 
measured) was maintained. Thus, units of enquiry comprised the case 
as the main unit and individual case management practices as the 
subunits. Since data about the relevant contexts were also to be 
included, these were termed contextual units (of enquiry). 
Determination of the sampling units depended on the chosen methods 
of data collection, and in this instance it seemed that interviews with 
case management project participants, together with the scrutiny of 
local documentation relating to case management policies, would best 
elicit the type of data required to expand on the questionnaire replies 
and fulfil the research aims. The interview was seen as a principle 
data collection method in case study research by Stake (1995). In 
addition, the literature on different individual case management 
projects would provide contextual data on types of local 
organizational structures and practices which impact upon case 
management. The literature on nursing values as they related to case 
management and on national policy documents already reviewed 
would supply further contextual data on professional disciplinary 
theory and national. policy respectively. The three levels of contextual 
data would be likely to be mediated by individual notions of case 
management in its operationalization (Lipsky, 1980). Thus the data 
collection methods equated with each of the multiple sources of 
evidence used, while the individual sources of data within these 
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failed to define this term, this interpretation is consistent with his 
usage. For national policy documentation this meant the White 
Paper (DoH, 1989a), statute and implementation guidance; for 
nursing literature this meant papers on nursing theories, concepts 
and principles; for local case management literature this meant 
individual case management research projects, and for interview data 
this meant the individual nurse-case managers, their line managers, 
patients and carers. A schema of this terminology used in the 
research design is depicted in fig. 2.4 
Seventeen case study sites were identified from the questionnaire data 
for in-depth analysis. Sample selection depended on the following 
pre-set criteria: 
e Each case fulfilled, in broad terms, the designated functions of case 
management as identified in the literature. 
-m A variety of professional specialisms and levels of practice and 
client groups were represented. 
e Different geographical locations in England (covering N. E., N. W., 
W. Midlands, E. Anglia, S. W., Southern England and S. E. ) were 
included, representing various health and social structures. 
ii) Extemal validity 
An understanding of the nature of the sampling unit is crucial to an 
understanding of the nature of external validity within case study 
design. Critics have argued that case study research is a poor basis 
for generalization (Stake, 1995) but this criticism is based on 
traditional sampling theory, itself based on the representativeness of 
sample selection and the consequent ability to make inferences about 
a population. Since case selection is based largely on other factors, 
as noted above, the question arises of whether generalizability is a 
redundant concept in this context. 
Most proponents would argue not, although the terminology may 4-: 0 
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research, not just case study approaches, is seldom an entirely new 
understanding of phenomena, but rather a "refinement of 
understanding" (p. 7). This is particularly so with what he termed 
the collective case study design, where several cases are selected in 
order that "by counter-example [each] case study invites modification 
of the generalization" ... though "a positive example is likely neither 
to establish a generalization nor to modify one, but may increase the 
confidence that readers have in their (or the researcher's) 
generalization" (p. 8). 
Stake (1995) identified two further types of case study which 
developed his conceptualization of external validity as applied to this 
method. The "intrinsic" study is a "given" in the sense that there is 
little researcher influence over case selection, and the researcher is 
interested in it "not because by studying it we learn about other cases 
or about some general problem, but because we need to learn about 
that particular case" (p. 3). Analysis is based upon the direct 
interpretation of this individual instance alone. The "instrumental" 
study, on the other hand, is chosen to answer a specific research 
question, and it is the underlying issue it exemplifies, rather than the 
case itself, which is important. Analysis is based on a search for 
patterns across a number of cases and for a refinement of 
understanding through what Stake termed "categorical aggregation 
of 'instances" (p. 74). Thus case studies are of interest for both their 
uniqueness and their commonality but, as with the positivist 
approach, a single case as a negative example can limit 
generalizability. 
Hamel et al (1993) similarly developed a twofold terminology in 
their view of the purpose of case study research, which was to move 
"from local to global" (p. 34). Here, the case study was "only 
microscopic for want of a sufficient number of cases" (p. 34) though 
the authors added that the number was not paramount providing each 
case was suitable for the aim. However, to Hamel et al (1993) the 
single case could also be seen as representative in its own right 
provided there was sufficiently detailed description, since this would 
lead to a clearer understanding and hence to explanation. The use of 
terms such as "explanation of its properties" (p. 37) and 
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It relationships that link the parts" (p. 39) is strongly suggestive of 
Yin's (1994) much more explicit view of subunits within a case. 
Yin himself (1994) advanced the notion of generalizability in case 
study design through his idea of analytic generalization. The vast 
number of variables under study in comparison to the number of 
data points available has already been seen to make statistical 
generalization impossible, but generalization at the level of theory 
(rather than empirical data) becomes possible providing a theoretical 
framework is developed first. Yin outlined a number of strategies 
for achieving this and in multiple case study design the favoured 
approach is a two-stage process. The first stage consists of "pattern 
matching", whereby "several pieces of information from the same 
case may be related to some theoretical proposition" (Yin, 1994 
p. 25) and this strengthens the internal validity of the research where 
causal relationships are being examined. The second stage consists of 
replication logic, which is analogous to multiple experiments, where 
the results of the entire case are compared both with other cases and 
with the proposed theory. If predicted similar results occur, this is 
literal replication. If contrasting results occur for predictable 
reasons, this is theoretical replication. And if the cases do not 
produce results as predicted, then the initial theory must be revised 
and retested with another set of cases. An important point with 
replication logic is that data from subunits are not pooled across 
cases, but analyzed within cases prior to a cross-case analysis at the 
main unit level. 
This approach seemed suitable for the study of case management. In 
many ways the research question and the case definition could be 
seen in terms of Stake's "instrumental" study, where the issue (case 
management practice), rather than the particular case, provided the 
focus. Findings from one case would also become more meaningful 
through the use of replication logic, use being made of both the 
literature already reviewed to develop a framework, and the findings 
from the survey stages to provide a number of suitable cases, thought 
to possess the characteristics under examination. However, 
both 
stages of Yin's analytic strategy need to be further 
detailed, and can 
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be discussed under the remaining two sections of his definition given 
above. 
iii) Triangulation 
The use of triangulation in order to undertake the "pattern- 
matching" analysis was said by Yin (1994) to strengthen the 
construct validity of the research - the establishment of the correct 
operational measures for the concepts being studied. Although Yin 
followed the commonly-accepted typology of triangulation (data 
triangulation, investigator triangulation, theory triangulation and 
methodological triangulation), his definition of these terms differed 
from other exponents. Yin (1994) advocated what he termed data 
triangulation for the case study, though his illustration of this on 
p. 93 featured different methods (interviews, surveys, observation, 
records etc), equivalent to what Polit and Hungler (1999), for 
example, termed "method triangulation" (p 428). To Polit and 
Hungler, data triangulation implied one method (for example 
interviewing) but using multiple data sources (for example key 
informants). Powers and Knapp (1990) implied that both usages are 
acceptable, but made the point that there is no clear agreement on the 
meaning of triangulation in research and it is used in very different 
ways. Therefore, those who use the device must specify its meaning 
within their work. 
The purpose, as well as the type, of triangulation in any research 
needs to be made clear, since it affects the logic of the overall design. 
Both Powers and Knapp (1990) and Redfern. and Norman (1994) 
have pointed out a dual application here, namely confirmation and/or 
completeness. Confirmation occurs where data converge around a 
particular theory or proposition and strengthens its claim to be 
upheld. Where the aim is completeness, a method is selected for its 
unique contribution to the research question and assists in building 
up the picture through the highlighting of new, and different, theory. 
Yin (1994) appeared to follow the convergent theorists here in his 
illustration of convergence and non-convergence on p. 93. 
157 
Yin (1994) suggested the "sources of evidence" suitable for case 
study research to be almost unlimited, and specifically discussed six 
sources - documentation, archival records, direct observation, 
participant observation, interviews and physical artefacts. Though 
he detailed their relative strengths and weaknesses, his conclusion 
was that no single source has advantage over the rest. Other writers 
on case study methods have adopted the same position and 
Hutchinson (1990) added that it is the depth and breadth of evidence 
supporting the case study, rather than a definitive method, which is 
important. 
For case management research it was felt helpful to triangulate both 
data collection methods and data sources, with the object of 
convergence around the framework constructed from the literature. 
As noted above, semi-structured interviews were selected as the 
major feature, conducted with different key informants (data 
sources) from each case and covering the same issues as the initial 
questionnaire, but in greater depth. Additionally, documentation was 
scrutinized pertaining to case management practice within the case 
study site (mission statements, assessment forms, protocols etc). 
Observation, another data collection method common to the case 
study, was discounted on the grounds that case management practice 
would be difficult to define operationally, and sufficiently 
inclusively, for the purposes of an observation schedule. In addition, 
the inferences made from observed behaviour would leave too high 
an element of subjectivity in an area given to different 
interpretations. Interviews, on the other hand, would allow the 
respondent to speak within his/her own conceptualization of the 
phenomenon, and to make this explicit. 
iv) Relationship to theory 
To Yin, the relationship of the case study to theory development, 
made explicit in the last of his defining clauses, underpinned the 
assumptions underlying his other assertions about the method. The 
limitations of the scientific method, and a tendency by many 
researchers to view the case study as part of the naturalistic research 
paradigm, have already been noted at the introduction to this section. 
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Nevertheless, Yin's (1994) favoured analytic device of generalizing 
to some pre-formulated theory through replication logic strongly 
suggests an adherence to the positivist approach, a conclusion which 
is further enhanced by his reference to a similarity between the case 
study method and multiple experiments (section ii). 
While Yin (1994) accepted that case studies may be descriptive in 
nature (indeed, the famous Street Comer Society of Whyte [19551 
falls into this category) the emphasis in his writing was clearly on the 
explanatory case study. This, like the experiment, deals with "how" 
and "why" questions, as opposed to "who", "what", "how many" or 
"how much" questions, which deal with frequencies and incidences 
and are, therefore, more suitable to survey-type approaches. 
Questions alone, however, according to Yin, do not point to what a 
researcher should study and, therefore, there is a need to develop 
"propositions" about the research, which reflect an important 
theoretical issue. Only where a topic is the subject of "exploration" - 
and this condition may exist in experiments and surveys as well as 
case studies - does a study have a legitimate reason for not having 
any propositions, though, even here, there should be a clear purpose 
to guide data collection. 
The role of theory development, prior to the conduct of data 
collection, is one point of difference, to Yin (1994), between case 
studies and related methods, such as ethnography and grounded 
theory, although, like these, the case study may also be used for 
theory-buil ding. This, with other comparative parameters, is clear 
in his figure illustrating these methods (reproduced in table 2.3) 
which, with the additional property of contextual inclusiveness, 
makes the case study unique among research strategies. 
Ultimately, of course, the question of theory development must be 
addressed by all researchers if one is to accept the received definition 
of research. And, interestingly, even the proponents of the 
ethnographic case study appear not so far from Yin's position when 
pushed to defend their logic on this point. Hamel et al (1993) 
commented that validating a theory is at the core of the 
methodological conflict, and advanced their own notion of 
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theoretical validation as a way of dealing with the inadequacy of the 
single case study as explanatory theory. While still holding that "all 
theories are ultimately based on a particular case or object" (p. 29) 
the theory so produced may be validated by others to assess their 
general applicability. As with Yin, Hamel et al (1993) saw 
knowledge generated in this way as not based on empirical elements 
but on a set of proposals or abstract theories. 
Table 2.3 Differences in assumptions among four 
evaluation methods 
(Yin, 1993) Reprinted by permission of Sage Publications 
Types of evaluation 
Design: 
1 Assumes a 
single objective 
reality that can be 
investigated by 
following the 
traditional rules of 
scientific enquiry 
2 Can be used 
for theory- 
building 









5 Favoured data 
collection 
technique 
6 Type of data to 
be analyzed 





Yes No Yes Yes 
Yes Yes Yes Yes 
Yes No No Yes 
Yes Yes Yes No 
Multiple Participant Multiple Multiple 
observation 
Quantitative or Mostly qualitative Qualitative only mostly 
qualitative uantitative _q_ 
Even Lawrence Stenhouse, one of the leading ethnographic 
researchers in the field of education, adopted an approach more 
akin 
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to historical research than ethnography in his discussion about 
moving from case material to theory (for example Stenhouse, 1984). 
Thus he wrote about multi-site research and both generating 
grounded theory and testing theory, while Burgess (1985), schooled 
very much in the Stenhouse tradition, encouraged the use of previous 
theories in new areas of research. One point thus almost universally 
accepted by case study theorists is that there is some relationship 
between the study and theory, be it theory-testing or theory- 
generating. Hutchinson (1990) has made a useful distinction between 
the case study and case history on this point, the latter often taking an 
atheoretical stance. She pointed out, however, that case histories are 
often claimed, erroneously, as case studies by their authors, and 
readers therefore, need to be on their guard when reading nursing 
research making such claims. 
In researching case management, use was made of the existant theory 
reviewed in the literature. Although this did not constitute grand 
theory on the scale often associated with discipline-specific research, 
Yin accepted that this would often be the case, and that lesser 
research findings could still be useful. Theory applied at two levels. 
Firstly, commonly used parameters for describing case management 
projects were adopted in structuring the descriptive elements of the 
interview schedule. In addition, recurring issues from the literature 
were used to trigger discussion where respondent perceptions on role 
value and appropriateness were required. Secondly, and more 
generally, the factors appearing as contextual variables in the 
literature, and hence as units of enquiry in the data collection plan, 
were, by their nature, instrumental in the construction of the 
theoretical framework for the whole study (already illustrated in fig. 
2.4). The underlying "propositions", as Yin would term them, 
concerned the way in which these variables combined to address the 
research question, namely under what circumstances case managment 
may or may not be an appropriate role for nurses. 
2.6.5 Ethical issues and obtaining approval 
In case study research, as Hutchinson (1990) noted, the usual ethical c 
considerations apply in terms of informed consent and freedom to 
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withdraw, and information sheets relating to these issues were 
prepared for all potential interviewees (Appendix 11) as well as 
consent forms. The issue of confidentiality appears to be less clear. 
While Hutchinson (1990) suggested that case study ethics are more 
complex than those of most research, due to the multiple sources of 
data and the detailed description which may make single case studies 
identifiable, she nevertheless took confidentiality to be an ethical 
imperative. Yin, on the other hand, suggested that researchers have 
a choice and that generally "anonymity is not to be considered a 
desirable outcome" (Yin, 1994, p. 144). Disclosure of identity, he 
suggested, produces two helpful outcomes. Firstly, it is helpful for 
the reader who may wish to integrate other information s/he may 
have about the case and, secondly, the entire case can be reviewed 
more readily, citations may be checked and criticisms raised. 
However, Yin (1994) also suggested occasions where anonymity is 
necessary, notably when the case study is on a controversial topic, 
where the final report may affect subsequent actions of those studied 
and when the case study portrays an "ideal type". Suitable 
compromises were suggested to cope with these, such as disclosing 
identity at case but not 'Individual level. 
It was thought best that this research followed the traditional rules of 
confidentiality, where participants are identifiable only to the 
researcher (see Appendix 11). It would be unlikely that Yin's reasons 
for disclosure would apply, other than on the part of case study 
participants, who were not necessarily the intended main audience. 
Identifying broad geographical areas only would enable self- 
identification by participants if desired, without compromising their 
right to privacy from others. It is interesting that the classic case 
study by Whyte (1955) followed this format. 
Applications were made on this basis to 17 local research ethics 
committees (LRECs) covering the 17 case study sites identified. 
Though all were ultimately successful, considerable difficulties and 
delays were experienced in achieving this and a wide variation in 
practices noted. All application forms were different and most 
reflected the type of information pertinent to a clinical trial, making 
-ult to complete. T he number of copies of the form (and them diffiC 
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sometimes what was universally termed the "protocol") requested 
ranged from one to 14, and the length of time from application to 
approval from three to 22 weeks (table 2.4). A number of queries 
were raised by committee representatives prior to meetings, though 
many pertained to methodology (mainly relating to sample size and 
method of accessing respondents), rather than ethical issues as such 
Table 2.4 Ethical committee details 
Area 






1 10 5 weeks 
2 1 3 weeks 
3 12 19 weeks sample/access 
4 10 3 weeks 
5 14 19 weeks sample/tapes 
6 11 7 weeks 
7 10 12 weeks sample 
8 13 9 weeks 
9 11 11 weeks 
10 13 20 weeks 
method/sample/ 
tapes 
11 13 6 weeks 
12 10 9 weeks 
13 12 10 weeks 
14 12 22 weeks access/tapes 
15 1 11 weeks 
16 12 7 weeks 
17 0 7 weeks 
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(though confidentiality of taped interviews was also of some 
concern). Further, some committee interests appeared distinctly 
unethical, such as the request from one for further details of the 
other 16 District Health Authorities covered by the research. 
However, many of the more minor issues were resolved either by 
letter or telephone discussion and only two requested the researchers' 
attendance in person at the meeting. 
The experience appears to be not unique to researchers. Despite 
guidelines for the constitution and conduct of ethics committees from 
both the Royal College of Physicians (RCP, 1990) and the 
government (National Health Service Management Executive 
[NHSME], 1991), as well as academic circles (for example Foster, 
1992), inconsistency has been well documented in practices around 
this time. Neuberger (1990) commented that, although the 
guidelines from the RCP were the toughest to date, there continued 
to be a marked lack of uniformity in styles of operation, possibly 
attributable to their advisory nature, since they have no power of 
enforcement. A postal survey of LRECs by the same author 
conducted for the King's Fund (Neuberger, 1992) found membership 
to be medically dominated, with insufficient nurse members and a 
variety of ways of processing applications. This latter point led to 
particular problems with multi-centred trials, necessitating the type 
of multiple applications which this research experienced. Neuberger 
(1992) recommended the formation of a national committee to deal 
with such proposals, with clearer powers of operation than the 
voluntary arrangement suggested as "sensible" by the government 
(NHSME, 1991), whereby one LREC would be nominated to 
consider issues on behalf of all the others involved in the study. The 
three main issues noted by Neuberger (1992) have appeared 
frequently in the academic literature of the health care professions. 
One edition of the British Medical Journal in 1995 carried reports 
from three authors (including a nurse) applying to between 13 and 
162 LRECs (Garfield 1995, Middle et al 1995, While 1995). All 
were what the editorial described as "social protocols" - not clinical 
trials and mostly concerned with survey-type methods. The authors' 
experiences with multiple applications, diversity of practices and 
coping with medically orientated application forms prompted further 
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calls for some form of national ethics committee to oversee this type 
of research. Current practices have also been criticized by public 
health researchers (Ginzler et al, 1990) and nurse researchers (Hunt 
1992, Mander 1992) where, again, studies tend to be non- 
experimental and often multi-centred. The overall consensus appears 
to be that some sort of reform is needed to facilitate research in these 
disciplines and, since this research was conducted, the NHSE (1997) 
has, indeed, issued a circular outlining the mechanism for such 
machinery. 
Having received ethical approval, telephone contact was re- 
established with respondents at manager level, both to invite them to 
enter this phase of the study and to update the research database 
relating to community care developments. Managerial, and later 
practitioner, permission was granted at 13 of the sites approached, 
which were distributed across wide ranging geographical locations 
and specialisms as illustrated in table 2.5. Reasons for declining 
were given at both these levels and included factors such as 
Table 2.5 Case studies by specialism and rate of attrition 
Specialty Original No. No. declined Final No. 
Elderly 
(District nursing) 
7 3 4 
Mental health 6 5 
Learning 
disabilities 
4 0 4 
Total 17 4 13 
community nurses already being over-researched or no longer acting 
as case managers. Attrition through the power of veto by 
"gatekeepers" in nursing research has been noted by Mander (1992), 
though for different reasons to those experienced in this research, 
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which were felt to be largely understandable and acceptable (and 
perhaps a feature of the growth of research in nursing). 
2.6.6 Pilot studies and main data collection 
Data collection instruments consisted primarily of interview 
schedules as follows: 
o, Nurse manager interview schedule (Appendix 111). This 
sought to elicit strategic details of each project's 
genesis and future direction. 
9 Nurse interview schedule (Appendix IV). This was 
administered to the community nurse case managers 
in the sample in order to elicit information with 
respect to the care of one client on: 
- role, in terms of the "core functions" of case 
management or equivalent stages of the nursing 
process, as appropriate 
- detailed nurse and client characteristics 
- services received by the client 
- professional preparation for the role 
- personal accounts of the quality of care delivered 
and ethical issues, particularly with respect to 
accountability, client advocacy and role 
boundaries/conflicts. 
o Client/carer interview schedules (Appendix V& VI). 
These sought to elicit information regarding the 
perceived role of the attached community nurse with 
additional quality statements. 
9 Documentation, such as assessment forms and protocols, in 
current use within the case study sites. 
A semi-structured format was considered most appropriate for 
eliciting information of sufficient depth which would, at the same 
time, guarantee coverage of issues highlighted in the literature. 
Instruments were pilot tested at two sites (elderly and leaming 
disabilities) with both researchers taking half the data collection at 
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each site, then cross analyzing data and experiences in order to 
produce optimal consistency of application, and quality and relevance 
of data recording. The exercise resulted in some changes to the 
interview schedules, including shortening and minor rewording. In 
addition, an established preference for interview order across the 
three respondent types was established (though not always possible, 
subsequently, to adhere to) and the client selection protocol was 
tightened in an attempt to reduce the difficulties encountered in 
trying to interview very disabled clients. Due to these necessary 
changes, data from these two sites were not included in the final 
analysis. 
Following the granting of written, informed consent by all 
participating respondents, a total of 46 interviews were conducted 
over a period of 6 months during 1994, all but one being tape 
recorded with permission. The two researchers took 6 and 5 case 
study sites respectively, although one of the latter group was later 
redesignated as 3 separate case studies, for methodological reasons 
(see appendix VIII). 
The distribution of respondents within each site varied from the full 
quota of one line manager, 3 case managers and 3 client/carer units 
(ie 7 interviews), to only one line manager and one case manager (2 
inter-views). Particular problems were encountered in securing good 
client interviews, mainly due to the partially anticipated problem of 
this group being the most highly disabled service users which may be 
expected to be targeted for case management. In addition, and 
mainly in the mental health specialism, clients originally agreed, but 
later defaulted, due to change of mind, forgetfulness, or simply not 
being at the appointed place when the researcher called. Where 
possible, carers were used as an alternative "consumer voice" and in 
a number of interviews, both carer and client were present, though 
in these, one or other was generally designated the "official" 
respondent. All respondents were thanked in writing after 
participation in the project and relevant GPs of clients were notified 
(as a stipulation of many ethics committee approvals). 
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In keeping with Yin's (1994) recommended tactic for maximizing 
reliability in the case study, all procedures were carefully 
documented, such that an external reviewer could reconstruct the 
research in reasonable detail and arrive at similar results. The entire 
process of case study conduct, from design through to data collection 
and analysis (detailed in the results section), was thus largely in 
keeping with Yin's (1994) recommended procedures, which 
provided a helpful framework. The final phase of the research 
comprised a longitudinal follow-up of the case studies investigated In 
and will be described in the final section of this chapter. 
2.7 Longitudinal follow-up 
2.7.1 Introduction and rationale 
The literature reviewed suggests a lack of long-term data on case 
management, with evaluative studies tending to be conducted over 
months, rather than years. Challis (1994a) observed that the relative 
newness of the concept by the mid 1990s meant that there was a lack 
of evidence on outcomes. His work, and that of others at the PSSRU 
(Knapp et al 1990, Challis et al 1995), has constituted one of the few 
exercises so far in tracing case management initiatives from genesis to 
mainstream functioning. This work suggested that practices 
necessarily adapt to changing external circumstances; for example, it 
was noted that case management arrangements outlined in the first 
year of a study often became less attractive by year three (Knapp et al, 
1990) and that the skills of staff needed to be changed as a project 
moved from implementation to mainstream (Challis et al, 1995). In 
response to this lack of up-to-date evidence, Phillips and Penhale 
(1996), in their review of the literature, recommended more 
longitudinal studies be undertaken to answer some of the outstanding 
questions relating to case management, as it moves into the 21st 
century. 
The work on nurse-led case management appears especially wanting 
in this respect (section 1.6), an omission which is of particular concern 
in the light of the policy changes initiated following the change of 
government in 1997 (section 1.3.6). There was thus felt to be a need 
168 
in this research to examine the "durability" of nursing ideals and 
practices in this area over time - an issue pertinent to any model under 
examination - and hence the determination of the fourth objective, 
which sought to address this issue. A longitudinal follow-up survey 
was felt to be the most appropriate means of achieving this end. 
2.7.2 Defining longitudinal research 
A variety of definitions of longitudinal research have been put forward 
over time. Moser and Kalton (197 1), who used the alternative title of 
the panel method, defined it simply in terms of the collection of data 
from the same sample on more than one occasion. Polit and Hungler 
(1999), however, identified panel studies as but one type of 
longitudinal research, the others being trend studies, cohort studies 
and follow-up studies. In this typology, only panel and follow-up 
studies make use of the same subjects (the panel) to supply data over 
time, the latter being more commonly associated with experiments or 
other non-survey research, for example following some specific 
intervention. 
A more comprehensive definition has been provided by Menard 
(1991), which allows for Polit and Hungler's (1999) typology: 
"Longitudinal research is research in which a) data are collected 
for each item or variable for two or more distinct time periods, 
b) the subjects or cases analyzed are the same or at least 
comparable from one period to the next, and c) the analysis 
involves some comparison of data between or amongst time 
periods". 
(Menard, 1991, p. 4) 
Menard (1991) identified three variants on the method within his 
definition. In prospective panel designs, data are collected at two 
periods, covering those periods; in retrospective panel designs, 
data 
are collected at a single point, but covering several periods; and 
in 
repeated cross-sectional designs, different cases are used 
for data 
collection. The type selected for this research was 
dependent upon the 
relative advantages and problems associated with each one. 
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2.7.3 Advantages and problems of longitudinal research 
The two main advantages of longitudinal research, universally 
acknowledged, appear to be its value in studying changes or trends in 
some detail and the ability to determine the temporal sequencing of 
phenomena, essential for establishing causality (Moser and Kalton 
1971 , Polit and Hungler 1999, Menard 199 1). Although causal issues 
were not the focus of this research, changes in case management 
practices were an issue. In addition, Moser and Kalton (1971) pointed 
out the administrative advantages of lower overhead costs of sample 
selection spread over time, and easier fieldwork planning (though 
these would presumably only apply to panel studies). 
Further advantages have been identified by nurse researchers 
conducting a series of panel studies following the career paths of 
nurses and midwives (Robinson and Marsland 1994, Robinson et al 
(1999). One major benefit was found to be the analysis of change at 
the individual, or micro, level, as well as the aggregate, or macro 
level. Moser and Kalton (1971) equated this with the identification of 
the "changers" - which particular individuals change - in addition to 
the net changes over time in the whole sample, though this, again, is 
only possible if the same individuals are used over the period of the 
research. Since this research is concerned with the effects of variables 
not only at the macro (policy, organizational) level, but also at the 
individual (case manager) level, this was considered an appropriate 
approach to adopt. 
However, these advantages are offset by a number of problems 
particular to longitudinal research, and especially panel designs. 
These include: the achievement of the initial sample, with agreement 
to respond over time (Moser and Kalton, 197 1), conditioning of the 
sample (Moser and Kalton, 1971), the difficulties and expense of 
managing this method (Polit and Hungler 1999, Bums and Grove 
1997), lack of standardization in the collection of data (Menard, 
1991), the complexity of data analysis (Robinson and Marsland, 1994) 
and, the most serious problem, sample mortality (Moser and Kalton 
1971 , Polit and 
Hungler 1999, Bums and Grove 1997, Menard 199 1, 
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Robinson and Marsland 1994, Robinson et al 1999). These issues will 
be addressed in turn as applied to this research. 
Obtaining agreement of the initial sample would obviously be more 
problematic the greater the number of responses anticipated at the 
outset of the research. However, like the midwifery career project 
(Robinson and Marsland, 1994) the case management study was not 
initially set up as a longitudinal design. Thus obtaining initial 
commitment was not a problem, though this was counterbalanced to 
some extent by the difficulty of re-establishing contact with 
respondents after some time had elapsed. However, Robinson and 
Marsland (1994) managed re-contact rates of 63% and 70% with 
midwifery cohorts after 7 and 3 years respectively, so the associated 
problems are obviously not insurmountable. 
Sample conditioning, where respondents may become untypical as a 
result of being on the panel, is an issue which also becomes more 
important with increasing numbers of responses and continued contact 
with the research. Again, these are issues which are less applicable to 
this project, and the topics under examination (related to whether 
respondents remained in case management practice) were of a nature 
unlikely to evoke a conditioned response. 
Both Polit and Hungler (1999) and Bums and Grove (1997) suggested 
panel studies to be both difficult and expensive to conduct, however, 
they failed to elaborate on the claim, and the reasons for it are not 
clear. There is no obvious reason why a longitudinal design should 
incur greater expenses than repeated cross-sectional studies, other 
than, perhaps, the cost of maintaining contact between data collection 
tranches, and, as Robinson and Marsland (1994) found, the method 
has positive advantages in that sample details of -background data, 
such as demographic variables and employment history, have already 
been collected. This observation applied to the case management 
sample. 
Lack of standardization in data collection may arise for legitimate 
reasons, principally the changes that occur over time, making original 
outcome and other measures inappropriate or redundant (Menard, 
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1991). For example, in this study, details on models and processes of 
case management had aleady been elicited for each case study site, 
and the main subject of interest in the follow-up was whether 
respondents remained in the same role or whether changes had 
occuffed. 
Complexity of data analysis was mentioned by Robinson and 
Marsland (1994) as an issue in panel studies, though it should be 
remembered that their study of RGNs involved four data collection 
periods - at 6 months, 12 months and 4 years from qualification - with 
the need to analyze data from one period, prior to the next 
questionnaire mailing. In the case management study there was only 
one follow-up period, at some 4-5 years post-initial data collection. 
Menard (1991) implied that traditional methods of data analysis were 
applicable, with the additional feature of measurement of change (and, 
in intervention studies the evidence of causation) being important. In 
this research,, it was planned that a simple, dichotomous (yes/no) 
choice of response should be used, thus avoiding the more 
complicated measurement of the magnitude of change inherent in the 
use of ordinal scales and equivalent quantitative measures. 
Finally, and probably the most serious of the issues associated with 
panel studies, there is the problem of sample attrition, with its 
implications for generalizability (Moser and Kalton 1971, Polit and 
Hungler 1999, Menard 1991, Bums and Grove 1997, Robinson and 
Marsland 1994). According to Moser and Kalton (1971), sample 
attrition becomes an issue where follow-up is at one year or over, 
while Menard (199 1) quoted levels of attrition at between 11 % and 
55% in studies over 8 to 17 years. However, Robinson et al (1999) 
found that high response rates could be encouraged through a number 
of strategies including: recruitment by personal visit, maintaining 
regular contact with respondents, ensuring user-friendliness of the 
questionnaire, the use of postage stamps, as opposed to pre-franked or 
freepost envelopes, and follow-up of non-respondents. A number of 
these strategies were adopted in the case management 
follow-up; 
initial, personal contact had been made with case study 
(though not 
original questionnaire) respondents, a short, easily-completed 
questionnaire was devised (see below, section 
2.7.4), postage stamps 
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were used for both outgoing and return envelopes, and non- 
respondents were followed up, with a reminder letter and second 
questionnaire. 
2.7.4 Questionnaire design and research strategy 
It was decided that follow-up data should be elicited from respondents 
of both the second (questionnaire) phase of the research and from 
community nurses and their managers interviewed in the third (case 
study) phase. Two questionnaire templates were devised seeking 
information regarding five areas of concern: whether community 
nurses still worked in a case management-related role in that area; 
whether (if they did) the numbers had expanded, remained the same or 
declined; reasons (if not) for discontinuation; anticipation of likely 
future change in numbers; and an invitation to make any further 
comments (Appendices V11a & b). Variations on the templates 
enabled a greater degree of precision and personalization of the 
questionnaire according to recipients (original questionnaire 
respondents or case study managers/community nurses), specialism 
(community psychiatric nursing, district nursing, health visiting or 
community learning disability nursing) and the title used to describe 
practice in the earlier phase (case manager, care manager, keyworker, 
care coordinator, care programme approach, shared care, joint care, 
care organizer, nurse assessor, out-of-hours emergency nurse). A 
template letter, with similar variations, providing brief details of the 
project and an invitation to participate, was also devised, with 
assurances of confidentiality. 
The format of the questionnaire was designed to fit on one side of A4 
paper, to encourage completion by people whose time was at a 
premium. At a minimum respondents would be required to tick 3 
boxes, whether or not nurses were still engaged in case management- 
related practices, though opportunities were provided to expand on 
answers where applicable and desirable. 
A total of 60 questionnaires were despatched in October 1998 to 
questionnaire sites, addressed to the current nearest equivalent person 
to the original recipient, with details being taken from the 
Handbook 
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of Community Nursing (1998). Of these, 42 usable returns were 
received by the end of the year, plus an additional 3 photocopied and 
completed forms, which one manager had passed on to other nurses 
working in the area. Two respondents requested further details, 
having not been in post at the time of the initial questionnaire, one 
enclosed an additional one-page detailed response on the subject, and 
a further one was torn, with information missing (presumably 
damaged in the royal mail sorting equipment). Reminders and a 
further questionnaire were sent to the 18 non-respondents, resulting in 
a response from 12 of these, by March 1999, including one who stated 
that an original questionnaire had not been received. Thus the total 
response rate was 54 out of 60, or 90%. 
For the case study participants, questionnaires were sent to 13 
managers and 16 community nurses, also in October 1998. Manager 
details were again taken from the Handbook of Community Nursing 
(1998), however, because the community nurse questionnaire asked 
whether they were still functioning in a case management-related 
capacity, it was important to locate the same individuals as those 
interviewed in the original data collection. Since names of individual 
practitioners are not recorded in the Handbook, a telephone survey 
was conducted and contact attempted with each original site. This 
was successful, with confmnation that 16 of the original 22 nurses 
were still employed within the same trusts. Response rates by the end 
of the year were 9 managers (69%) and 16 community nurses (100% 
of those sent, 73 % of the total original sample). Since some response 
was available for each case study site, it was decided not to proceed 
with a reminder. 
Analysis of the data comprised a simple summation of the responses 
in each category to the different questions and a breakdown according 
to type of respondent (phase of research, status, specialism). 
Comments were analyzed and used to supplement the quantitative 
data where appropriate. Findings thus helped to indicate the degree of 
change in case management practice since the initial data collection 
phases and the anticipated change in the near future. 
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I Findings and discussion 
3.1 Introduction 
Results of the research are presented for clarity by breakdown into its 
component stages. Although each stage was designed to be self- 
contained, a degree of overlap is inevitable, because the results of one 
became the starting point for the next. The case studies, forming the 
main research focus, are detailed at the two levels - descriptive and 
theoretical - at which the analysis took place. The discussion section, 
which follows the results pres entation, then takes a more unifying 
approach in looking for commonalities and links across the different 
methods. 
3.2 The telephone survey 
Results of the first two aims of the telephone survey (the identification 
of individuals informed on community care initiatives and willing to 
complete a questionnaire) have already been addressed at 2.4.5 of the 
methods section, in order to enable a discussion of the questionnaire 
survey method. Results of the second two aims are presented below. 
3.2.1 Overview of current community nursing practice. 
This was intended as a subsidiary aim only, since a fuller overview 
was anticipated in the results of the questionnaire survey. However, 
these data were thought to be worth analyzing, since, although 
superficial, they are of a wider coverage than was possible in 
subsequent stages. 
Although questionnaires were despatched to only 98 health 
authorities, these represent those areas where community care 
initiatives involving nurses were most advanced. In many other areas 
negotiations with Social Service Departments (SSDs) were well under 
way and in others pilot projects were about to start, and the 
interviewers were invited to make contact again in the near future. In 
areas where there was little activity this was often either because 
SSI)s were perceived as very much the lead agencies and, therefore, 
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the likely discipline from which case managers would be drawn, or 
else due to delays in community care planning caused by moves 
toward community health service Trust status and realignments of 
SSDs. Indeed, it was not uncommon to learn of earlier developments 
which had subsequently been "put on ice" on account of such 
upheavals. 
Activity would appear to vary according to community nursing 
specialty. Of the 122 questionnaires channelled through 105 
respondents, the majority went to those responsible for mental health 
(43) or generic services (34), while 15 were sent to community 
learning disability nursing teams, though nine respondents had 
knowledge of, and accepted questionnaires for, two services (table 
3.1). 












CPN = community 
psychiatric nursing 





In only a small minority of cases (4) was the questionnaire recipient 
responsible for all community nursing services and able to answer 
for 
176 
the totality of specialties. In the case of the generic line, most projects 
appeared to involve district nurses rather than health visitors. 
3.2.2 Value of the telephone survey as a means of data collection 
One of the main advantages of the telephone survey was the ability to 
cover a wide area over a relatively short timescale -a desirable 
characteristic for sample identification in a field where change is so 
rapid. It also elicited a high response rate once contact was made, 
though initial contact proved difficult in a number of cases due to 
consistent failure to obtain a reply, wrong numbers or lack of reply 
from secondary referral. In a small number of cases problems were 
encountered by "protective" secretaries who insisted everything be put 
in writing. Validity and reliability, as discussed above, were difficult 
to measure. 
3.3 The questionnaire survey 
The picture of community nurse involvement in case management was 
built up from a number of dimensions which follow the sequence of 
the questionnaire: 
3.3.1 Client groups 
Of the 76 projects identifying client groups (most involving more than 
one such group), the largest (n=32) were those with mental health 
problems (42%), with the elderly (n--26 or 34%), people with learning 
disabilities (n=9 or 12 %) and physically disabled (n--6 or 8 %) also 
featuring (table 3.2). 
Minority groups involved in less than six projects included elderly 
mentally infirm (EMI), carers, children, adults and dementia sufferers 
(though some respondents may have included these groups within 
other classifications). 
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Table 3.2 Case management projects: client groups 
n=76 rewonses (manv nroinnts noviortori -QckvizrnI nrr%i inol 
Group Number of projects 
Mental Health 32 
Elderly 26 
Learning Disabilities 9 
Disabled fall ages) 6 




Dementia sufferers 1 
Various ýnon specific) 7 
Total 90 
3.3.2 Nurse details 
Details of community nurses, in terms of specialty, are largely a 
reflection of the client groupings (table 3.3). Thus of the 76 projects 
recorded, 40 involved community psychiatric nurses (CPNs, 53%), 37 
district nurses (DNs, 49 %), 16 health visitors (HVs, 21 %) and 10 
community learning disability nurses, (CLDNs, 13 %). Amongst 
"others" identified were managers (3), school nurses (1) and practice 
nurses (1). Most projects had more than one nurse involved and 91 % 
of them involved those at grade G, though all clinical grades from A 
to I featured in returns. 
3.3.3 Functions of case management adopted 
This question, requesting details of nursing practice, could be said to 
form the very essence of the survey, since it was anticipated that it 
would yield clues as to the likely future role for nurses within the case 
management framework. Because case management as a concept is 
subject to widely differing interpretations, the question centred on its 
core tasks as identified by official policy and expanded upon in 
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Table 3.3 Case management projects: nurse details. (Many 
projects covered several specialties and grades) 
n=76 
Specialty No. of 
projects 
CPN 40 
District nurse 37 
Health visitor 16 
CLDN 10 
Managers 3 
Community nurse 2 
(Day) hospital nurse 2 
School nurse 1 
Practice nur. Qe 1 
_ Total 112 
key: 
CPN=Community psychiatric nurse 
CLDN=Community learning disability nurse 
n=63 















subsequent guidelines (DoHSSI, 1991a, 1991b ). These tasks 
comprise referral/ assessment processes, care or individual programme 
planning (IPP), service delivery and case monitoring and review. 
Additional information was sought about budgeting and purchasing 
responsibilities. The 81 responses to this question are represented in 
table 3.4. 
Table 3.4 Case management projects: nurse functions 
n-511 Imnct invnIvori mi iltinle roles) 






Budget holding 22 
Full time (F/T) in role - 16; part time (PM - 61; some F/T, some P/11 - 2; 
not known - 2. 
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3.3.4 Other services involved 
The question on other service involvement sought to elicit data on 
which agencies contributed to the other core tasks of case 
management involving nurses, in order to further clarify the model 
adopted. Of the 79 responding projects, a majority (n--75 or 95%) 
included social services, with others including vol untary/private 
agencies (n--28 or 35%), occupational therapy (n--17 or 21.5%), HAs 
(n--9 or 11 %) and GPs (n--8 or 10 %) (table 3.5). A further 16 
agencies featured in 6 prcijects or less. In breaking down the functions 
of respective agencies it was found that social services, like nursing, 
were involved in all activities, but comparatively less in care delivery 
and more in purchasing/ budget holding. Voluntary/private agencies 
were also active in all areas, while HAs tended to be predonunantly 
purchasers. 
Table 3.5 Case management projects: other services involved 
n=79 (most involved several services) 
Service No. of 
projects 




Other medics 3 
Voluntary/private 28 Carers 3 
Occupational therapy 17 Paramedics 2 
Health authority 9 Community Health 
Council 
2 
General practitioner 8 Hospital consultant 2 
Physiothe rapist 6 Administration 2 
_ 
Housing 6 Users 
_ 1 
FHSA 6 Assistants 1 
Psychiatrist 6 Researcher 1 
Psychologist 5 Not known 1 
FHSA = Family health services authority 
3.3.5 Titles 
Although the term case management has been used thus far as if it 
denoted some well defined concept, the literature suggests otherwise. 
It was therefore considered prudent to request titles from respondents 
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following their descriptions of ways of working. Clearly otherwise 
there 'is a danger that what might be considered as case management 
would not be documented, while some claims to the practice may be 
unwaffanted. 
As indicated above, it was decided to use the government's "core 
phase" framework as an analytic tool in describing case management 
practices, although, arguably, this does not, alone, necessarily 
differentiate case management from nursing process activities, where 
there may be, for example, no interagency working. It was, therefore, 
interesting to note the variety of titles assigned to what, according to 
the chosen framework, passed as case management. These included 
"keyworking" (3 1), "care programme approach" (25), "shared care" 
(24), 11care management" (17) and "care coordination" (9). The 
designation "case management" itself was used by 12 projects. 
3.3.6 Advantages and disadvantages 
The final section of the questionnaire sought feedback, albeit 
somewhat subjectively, from practitioners on the relative merits and 
demerits of the model of care adopted. Suggested ideological aims of 
case management (gleaned from the literature) were offered as a 
starting point. 
Eighty replies to this question were received. Most endorsed or 
reiterated the suggested advantages of coordination (57), 
individualized care (53), cost effectiveness (40), promotion of quality 
care (39) and advocacy (38). Of the open comments, the largest 
'77) were concerned with effecting the functions of case number (. 
management, particularly through improved, "one-stop" assessment 
procedures, and a large group (18) commented on promoting 
interagency relationships and trust. User involvement, efficient use of 
skill mix and the identification of service gaps were also noted several 
times. Finally, a number of professional issues were raised, including 
increased accountability, flexibility of practice and motivation, though 
the need for appropriate training and professional support appeared as 
important concomitants to these. 
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In identifying drawbacks, respondents were asked to comment from 
both a consumer and practitioner perspective. Drawbacks for clients 
included reduced quality of service, lack of choice, the low priority 
given to non-case managed client groups, gaps in provision, confusion 
regarding who to contact and coping with change. For staff the main 
problems appeared to be negotiation of joint working relationships 
with other agencies, the time consuming nature of the role and coping 
with the administration, change, resource constraints and work 
pressure. 
3.3.7 Longitudinal follow-up 
The 54 (90%) responses to the follow-up questionnaire described in 
section 2.7 represented the specialisms (according to managerial 
responsibility) as oulined in table 3.6. 
Table 3.6 Follow-up responses according to specialism 
In=54 (+3) resnonsesl 
Key: 
CPN = Community 
Psychiatric Nursing 
DN = District Nursing 
HV = Health Visiting 
CLDN = Community 
Learning Disability 
Nursing 
(+n);: -- number of 
additional copies 
completed by 
subunits within Trust 
Specialism Number 








DN/HWSchool nurse 1 
DN/HV/CLDN 1 
Total 54(+3) 
It will be noted that areas of managerial responsibility did not 
correspond with those of the original questionnaire; equivalence in 
this respect was difficult to achieve due to Trust restructuring and 
personnel changes taking place between the two data collection 
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rounds. Collated findings from the data analysis are presented in the 
tables and short comments which follow. 
In response to question 1, about whether community nurses were still 
acting as case managers, a total of 41 (over 75%) replied positively 
(table 3.7). However this proportion was spread unevenly across 
Table 3.7 Trust status regarding whether community nurses still 
worked as case managers 
Specialism CINs still CMs CNs not now 
CIVIS 
Not known 
CPNs 21(+1) 2(+2) 0 
DNs 6 7 1 
DN/HVs 3 1 0 
DN/HV/CPIN 3 1 0 
DN/CPN 3 0 0 
CLDN 3 0 0 
DN/HV/CPN/ 
CLDN 
1 0 0 
DN/HV/School 
Nurse 
0 1 0 
DN/HV/CLDN 1 0 0 
Total 41(+l) 12(+2) 1 
specialisms, with 91 % of community pychiatric nurses (CPNs), for 
example, remaining as case managers, but only 46% of district nurses 
(DNs). 
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Responses to question 2 revealed that Trusts with CPNs as case 
managers had seen an overall rise in numbers in this role (table 3.8), 
Table 3.8 Trusts with CNs still working as CMs: relative change 
in numbers over last 4-5 years. 
rn=41 (+I-)] 
Specialism Expansion No change Decline Not known 
CPN 16(+1) 5 0 0 
DN 3 3 0 0 
DN/HV 1 1 1 0 
DN/HVICPN 1 1 1 0 
DN/CPN 2 0 0 
CLQN 0 3 0 0 
DN/HV/CPN/ 
CLDN 
1 0 0 0 
DN/HV/CLDN 0 0 0 
Total 25(+1) 14 2 0 
whereas other specialisms displayed a greater spread in their profile. 
That the three community learning disability nursing (CLDN) 
respondents should all indicate "no change", rather than expansion is, 
perhaps unsurprising in the light of the uncertainty in that specialism. 
Of the 14 (+2) responses from the 12 Trusts where CNs were no 
longer working as case managers, the main reason given for 
discontinuation (question 3 table 3.9) was policy change (n=7). Those 
who enlarged on this response mentioned the end of a pilot projject (2), 
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Table 3.9 Trusts with CNs no longer as CMs: reasons for 
discontinuation 
fn=l 4 (+2) ResDondents were invited to select seveml ontionq) 
Specialism Change of Not Postholder Post Other 
policy considered left description/ 
a nursing title change 
role 
CPN 2 1 0 0 (+2) 
DN 2 0 0 0 5 
DN/HV 1 0 0 0 0 
DN/HV/ 1 0 0 0 0 
CPN 
DN/HV/ 1 1 0 0 0 
School nurse 
Total 7 2 0 0 5(+2) 
restructuring (2) and problems with social service funding/budget (2). 
The relatively large number (5) of DN responses giving "other" 
reasons is striking, and all of these volunteered the information that 
DNs had never in fact (at least to the respondenfs knowledge) worked 
in a case management capacity! There could be many reasons to 
explain this apparent anomaly, including the possibility that, despite 
the care taken with the wording in the questionnaire construction, post 
holders receiving the follow-up questionnaire perceived case 
management differently from their predecessors (and it should be 
noted that 44 of the 60 Trusts receiving the follow-up questionnaire 
provided the name of a different individual from that targeted five 
years previously). 
Question 4, concerning the anticipated future for community nurses in 
the case management role also produced some interesting findings 
(table 3.10). Encouragingly, 24 of the 50 Trusts indicated future 
expansion, with only one anticipating decline. Of the two main 
specialisms, however, the CPN group had a much higher proportion 
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Table 3.10 Anticipated future role for CNs as CMs 






CPN 14(+1) 6(+1) 0(+1) 3 
DN 3 3 0 3 
DN/HV 4 0 0 0 
DN/HV/CPN 1 2 0 0 
DN/CPN 1 1 0 
CLDN 0 1 0 2 
DN/HV/CPN/ 
CLDN 
1 0 0 
DN/HVI 
School nurse 
0 0 0 
DN/HV/CLDN 0 0 0 1 
Total 24(+1) 13(+1) 1 (+1) 10 
anticipating expansion than the DN group, where one third of 
responses anticipated no change and one third displayed uncertainty 
(those unaware of previous community nurses in the case management 
role, as mentioned above, failed to answer this question). Though 
small, the CLDN group displayed the least optimistic profile. 
A large number (26) of respondents volunteered further information in 
response to question 5, which may be grouped broadly in line with the 
sections of the literature review, that is, focusing in a progressive 
fashion on national policy issues, professional (nursing) issues, local 
organizational and policy issues and individual (case management) 
project experiences. 
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Firstly, there were three references to the advent of primary care 
groups (PCGs) and their potential to advance case management for 
nurses, while a further two respondents mentioned the Partnership in 
Action agenda (DoH, 1998) and its ability to inform the debate. Other 
policy issues arising were the amalgamation of case management 
within the care programme approach policy and the issue of the 
purchaser/provider split, becoming smaller, but still occurring at the 
lower end of the professional hierarchy in social services as opposed 
to a higher level within the health service. 
Secondly, four respondents (all from the CPN specialism) commented 
on the professional suitability of nurses as case managers. One felt 
that, while the case management philosophy was compatible with 
nursing, the practicalities ruled it out as an option. Tbree others felt it 
to be part of the CPN role, particularly with the advent of assertive 
outreach programmes. 
The third group of comments concerned the local organizational and 
policy context which could either facilitate or inhibit the development 
of case management. On the positive side, three CPN respondents 
mentioned expansionist policies in terms of community mental health 
teams, and three respondents (one CPN and two DNs) commented on 
good interagency working in the area. A further one CPN and one 
DN respondent referred to a refocusing on dependent clients, which 
are often those targeted for case management, but also to the 
consequent heavy workload this produced. On the negative side, a 
CLDN respondent commented on the uncertain future of that 
specialism, and one respondent (with integrated responsibility) 
commented that unitary authorities had interfered with local initiatives 
that were taking place, making intergency relationships difficult. 
Finally, a number of questionnaire responses enlarged upon their own 
particular case management-related project. Two CPN managers 
touched on the importance of budgetary control, while one from the 
learning disability specialism specifically mentioned that they had no 
budget. The term keyworker/keyworking was preferred by three 
respondents (two CLDNs and one CPN), two of whom stated that the 
keyworker could be from any discipline within the team. Other 
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comments related to interagency working included four DN responses 
talking of project partnerships with social services, one where DNs 
worked specifically as "community care advisers" and two 
emphasizing that nurses did not manage/employ social service care 
staff. A further CLDN respondent emphasized a similar managerial 
remit limited to health care only. 
Overall the follow-up responses mirrored the first questionnaire round 
in terms of specialism, with a large number, particularly in the largest 
(CPN) group still employing CPNs as case managers and showing 
evidence of recent and anticipated expansionist policies. Where posts 
had been discontinued the main reason appeared to be a change in 
national or local policy. There was still (five years post-original 
questionnaire) much variation in interpretation of the terms case and 
care management and also of variation between community nursing 
specialisms in embracing its ideals. Major issues volunteered by 
respondents continued to focus on interagency working, budgetary 
arrangements, role definitions/titles and the influence of emerging 
national and local policies. 
3.3.8 Summary of telephone and questionnaire survey findings 
Findingas from the first two stages of the research primarily addressed 
objective i) of the research (overview of the extent of community 
nurse case management), with preliminary data on objective ii), 
pertaining to various features of the prOjects. 
0 Indications were that practice varied according to community 
nurse specialism, with the largest number of projects covering nurses 
and client groups in the mental health field, followed by the 
elderly/district nursing and learning disability nursing; although there 
was some evidence of health visiter activity in case management, no 
discrete client group was associated with the specialism. 
0 Functions of community nurse case management centred on 
assessment, care delivery and monitoring. There was some lesser 
involvement in purchasing and budget holding, which were largely 
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felt to be the responsibilitities of Social Services Departments, who 
were involved in the majority of projects. 
a The term "case management" was not universally adopted and a 
variety of titles was used to describe practice, including keyworking, 
care programme approach, shared care, care management and care 
coordination. 
0 Advantages of community nurse case management were said to 
include coordination, individualised and "seamless" care, cost- 
effectiveness, advocacy and user involvement. Drawbacks included 
lack of service choice, low priority given to non case managed clients, 
gaps in provision, change, time and work pressures and resource 
constraints. Issues related to quality of care and interagency working 
were both positively and negatively described. 
0A majority of community nurse case managers still practised in 
the role at follow-up. This was a particular feature for mental health 
nurses, for whom there had been greater expansion over the 
intervening years. About half of the Trusts - again majoring on 
mental health - anticipated future expansion, with others anticipating 
"no change", and only one anticipating decline. However, the 
learning disability and district nursing specialisms displayed uncertain 
profiles. Open comments referred to the influences on practice of the 
four contextual levels previously identified (national policy, 
professional issues, local orgnizational arrangements and individual 
experiences). 
3.4 The case studies - thematic analysis 
Following transcription of interviews, each case was analyzed in its 
own right at two levels. Level one was a descriptive overview of the 
case based on factual information in response to, and structured on, 
the interview schedule (see Appendix VIII). Level two analysis 
consisted of a more in-depth, selected latent content analysis. This 
aimed to seek beyond the description, to what may account for how 
and why particular practices, at subunit and case level., did or did not 
work. This use of the case study was found by Askham and 
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Thompson (1990) to be successful in their study of home support for 
dementia sufferers. In the context of the model already depicted 
(fig. 2.4), this corresponded to an analysis of data pertaining to the 
different types of units of enquiry. Three of these, national policy, 
nursing theory and local practices (that is, contextual variables) were 
the foci of the literature review, while the empirical case data 
provided the source of evidence on the fourth type (individual 
practice). These were drawn' from the questions which explicitly 
invited comment and opinion, and from unsolicited comments 
enlarging on descriptive responses, together with the evidence from 
local documentation. A breakdown of the stages for this analysis are 
detailed below. 
Yin (1994) argued the need for a general analytic strategy in case 
study research, one of his preferred two strategies being a reliance 
on theoretical propositions, as outlined at section 2.6 (discussion of 
method) and, within this, a pattern-matching logic which "compares 
an empirically-based pattern with a predicted one" (Yin, 1994, 
p. 106). Although Yin was unclear how propositions should be 
constructed, a reading of one of his examples (p. 112) suggests they 
emerge following at least some degree of superficial analysis of 
cases. This was the strategy adopted in this research, making use of 
the study's previous questionnaire data, plus the descriptive level case 
analyses, together with the literature which underpinned collection of 
these data, to identify an initial set of variables which impact upon 
the relevance and value of community nurse case management. 
These variables are presented within a stucture/process/outcome 
framework in order to enhance their utility (table 3.11). 
Two points need to be made about the construction of this 
framework. Firstly, the variables represent a reconstruction and 
rationalization of the parameters used to guide the questionnaire 
survey and the descriptive analysis, though the information to be 
collected was of a different nature from these stages. For example, 
the first headings designated "nurse details" in the former and "case 
manager status" in the latter contain details of specialism, 
qualification, grade, time/hours devoted to case management 
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practices, employer status/orientation. In the framework they are 
subsumed under the variables headed "community nurse specialist 















Teamwork - relations with SS, vol. agencies etc. Communicating beyond the team & involvement in service 
development 
Community nurse/case management theory & process related 
Differences between community nurse & soc. work case 
manager practices 
Community nurse specialist issues 




Professional status - uncertainties etc. 
Compatibility/differences between community nursing & case 
management 
Client focused 
Quality of care & user involvement 
Needs - met & unmet 
issues", "preparation", "resource considerations" and 
"accountability", to allow for the different (that is, more theoretical) 
nature olf the anticipated, second level data. Secondly, the variables 
are not mutually exclusive, nor are they meant to be, as this becomes 
difficult where data link two or more ideas. For example, the 
suggestion that resources are not a problem where the emphasis is on 
brokerage as opposed to intensive working (Ryan et al 1991) may 
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appropriately be placed under either "resources" or "purchaser/ 
provider split" and a certain amount of discretion was allowed in the 
decision as to placement. However, the categories are considered to 
be collectively exhaustive, which was felt to be the more important 
feature. 
This framework of variables was a useful starting point, but 
obviously in need of some refinement before it could be used as a 
theoretical underpinning for analysis as Yin envisaged. Because of 
the importance to case study research of context, as already 
discussed, it was decided th at a multi-stage pattern-matching process 
should, as its first stage, embrace the contextual variables previously 
outlined in order to identify a set of propositional statements, which 
would provide the theory against which to compare case data. Thus 
stage one consisted of "matching" the structure, process and outcome 
variables with issues emerging from the analysis of contextual 
variables (national policy, professional theory and local practices), 
equivalent to the findings from the reviews of policy, nursing and 
case management literature. This necessitated a re-reading of these 
reviews, noting and tabulating points of relevance and associated 
references under appropriate headings (table 3.13). 
This table provided a basis from which to construct (stage two) a set 
of eighteen related propositions, grouped under five main headings 
(table 3.14). This process entailed synthesizing the findings from the 
three sources which were, in most cases, either complementary or 
corroborative. Although the quantity of data under each heading 
vaned between the different sources, there was little directly 
contradictory evidence as such, although ideals put forward in policy 
were often not realized in practice. Where contradictions did occur, 
these were mainly between different individual case management 
projects and often explained by the model adopted or specialism in 
question. The emerging propositions were, as far as possible, 
framed with these limitations in mind. 
Stages three and four pertained to single-case analysis and proceeded 
in an iterative mode. First (stage three), interview scripts and 
documentation for case I were scrutinized manually for data 
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pertaining to the propositions and coded (using highlighter pens) 
accordingly, along with evidence covering additional topics. 
Secondly, relevant data were transferred, either verbatim or in 
summary form, to tables under the main propositional groups, coded 
for source to maintain confidentiality. Thirdly (stage four) a 
commentary was written covering the degree of congruence between 
the within-case evidence (that is, between sampling units) and 
between the propositions and the whole case data. These stages were 
then repeated for cases 2 to 11 
Yin (1994) has written at some length on both the types and the 
precision of pattern-matching within the case study design and these 
two issues merit some consideration. One of the more potent designs 
within the pattern-matching approach, because of its derivation from 
the quasi-experimental paradigm, is where the pattern is derived 
from nonequivalent dependent variables. According to this design 
"an experiment or quasi-experiment may have multiple dependent 
variables - that is, a variety of outcomes. If, for each outcome, the 
initially predicted values have been found, and at the same time 
alternative "patterns" of predicted values ... have not been found, 
strong causal inferences can be found" (Yin, 1994, p. 106-7). 
Although the meaning of the term "values" is not made explicit, the 
accompanying illustration (Yin, 1994, p. 107) suggests these are 
equivalent to independent variables. It was initially thought this 
approach would provide a useful strategy for this research, yielding 
evidence that community nurse case management resulted (or not) in 
certain outcomes, along the lines of the propositions. However, 
Bums and Grove (1997), in likening this approach to the single 
group pre-test-post-test design, inferred the need for some form of 
pre-testling in order to be able to claim causal links, a point not made 
explicit by Yin. No pre-test (which would entail collecting evidence 
in this prior to case management implementation) was conducted i 
research, for both pragmatic and feasibility reasons. 
A second approach to pattern-matchingr, based on "rival explanations 
as patterns" (Yin, 1994 p. 108), comprises a focus on independent 
(rather than dependent) variables, in a search for a consistent pattem 
to explain a certain type of outcome. This would seem to preclude a 
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pretest, since the research is conducted retrospectively, when the 
outcome, across a number of cases, in known. The approach is less 
like a single case experiment, since the independent variables have 
not been identified prior to data collection and, therefore, are not 
amenable to manipulation. It would, therefore, seem to be more 
appropriate to this research, becoming especially relevant at the 
cross-case analysis stage. Differences between the two pattern- 
matching strategies, as interpreted here from Yin's (1994) 
description appear in table 3.12. 
Table 3.12 Differences between two types of pattern- 
matching 
Non-equivalent Rival explanations as 
Features dependent variables patterns 
as a pattern 
Number of cases single multiple 
Number of dependent multiple single or "global" 
variables (outcomes) 
Number of rival 
explanations small large 
(independent variables) 
Pretest yes no 
concurrently, based on retrospectively, based 
Research conduct identified "intervention" on identified outcome 
or independent or dependent variable 
I variable II 
With regard to precision of pattern-matching, Yin (1994) has 
commented that "at this point in the state of the art, the actual 
pattern-matching procedure involves no precise comparisons" and 
that "this lack of precision can allow for some interpretive discretion 
on the part of the investigator ... one wants to 
do case studies in 
which even an "eyeballing" technique is sufficiently convincing to 
draw a conclusion" (Yin, 1994, p. 110). This need for "interpretive 
discretion" was certainly supported in attempting to move from case 
respondents' associational comments regarding a proposition, to their 
categorization. Firstly, statements did not always directly support or 
contradict the propositions due to the nature of the interviews, which 
at the time had naturally not been framed around these specific 
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statements. However, it was felt that with a minimum amount of 
discretion, the substance of most statements could be acceptably 
classified. For example the manager in case 1, in stating "this whole 
process ... takes 3-4 hours to go through the paperwork" (MO01) was 
implying support for proposition 5A, about the inadequacy of time. 
Secondly, as previously highlighted, there was variation in the 
number of respondents between cases, so the amount of evidence 
upon which to make categorization decisions obviously also varied. 
For example, case 1 only had two interview respondents (one 
manager, one community nurse) compared to case 4, which had nine 
(manager, three community nurses, three clients and two carers) 
over seven interviews. However, this still allowed for Yin's (1994) 
"eyeballing" technique, as no quantitative comparative conclusions 
were being drawn. 
Thirdly, the issue of congruence between respondents, or between 
statements made by the same respondent at different points of the 
interview, within a case needed to be dealt with. For example, the 
manager in case I mentioned an inability for case managers to meet 
needs ("carers are doing more and more and not getting the support 
they need" MOOI), which did not suggest there were strategies in 
place to offset instances of unmet need as put forward in proposition 
5C. The community nurse, on the other hand, felt that so far needs, 
as opposed to wants, had been largely met, through "compromise and 
talking the client through how they feel (NO02). This suggested 
support for the same proposition. 
Finally, there were found to be instances of no comment being made 
regarding a proposition, where data were incomplete, inadequate or 
unclear. An example of this is the lack of data about clinical 
supervision and accountability in case 2 (due in this instance to faulty 
recording of the interview). 
Clearly there needed to be a facility to accommodate this variety of 
responses in relation to the propositions within stage 4, in order to 
indicate the significance of the commentary. Therefore a number of 
symbols were used following each statement as follows: 
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v data support the proposition x data do not support the proposition 
data lack congruence data do not mention point 
Other abbreviations used were as follows: 
CC Community care HA Health Authority 
CM Case management/manager HV Health visitor 
CN Community nurse/nursing IA Local Authority 
CPA Care Programme Approach LD Learning disability 
CPN Community psychiatric nursetnursing MIR Mental health 
CPT Community practice teacher OT Occupational therapist 
DN District nurse/nursing SW Social work/er 
SS(D) Social Services (Department) 
Originally it was thought that there may also be a need to introduce a 
facility to cope with additional comments, not readily classifiable. In 
practice, however, this was largely unnecessary, since most remarks 
related to at least one proposition. The one exception was the 
regularity with which comments about degree of job satisfaction 
appeared (see later case data), which did not sit consistently within 
any category, since the contexts of the comment varied. They were 
therefore placed under various headings, to be readdresed at the 
cross-case stage as an independent issue. An issue which posed far 
greater problems for the researcher was that of minimizing the raw 
data presentation, both to maintain relevance and to adhere to an 
overall acceptable word limit for the thesis. Thus a number of 
highly illustrative phrases, used by respondents, were, unfortunately, 
sacrificed if a paraphrase conveyed the point more succinctly, or the 
point was duplicated elsewhere. This is one of the inevitable 
problems for a researcher faced with the task of reducing vast 
amounts of data. However, overall, there emerged what amounted to 
a means of quantifying, however crudely, the responses within the 
case data to the complete set of propositions and, ultimately, of 
facilitating cross-case analysis. This was presented in tabular form 
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Table 3.14 Pattern-matching (2) 
Propositions 
1- Professional issues 
(A) There is similarity of principles and processes between the disciplines of case 
management and community nursing. (B) The main community nursing specialisms are 
suitable case managers, especially CPNs and DNs, with HVs and LD nurses less well 
documented. (C) However, there is a danger of professional role erosion, deskilling and 
uncertainty for community nurses in the case management role, due to the new managerial 
culture and social services having lead agency status. 
2. Organizational issues 
(Ai) The organization of case management, which should be planned strategically, 
integrating all levels vertically (national, local, individual) and horizontal (cross agency), is 
problematical. (Aii) Planning and implementation should similarly involve all levels of nursing 
staff affected, but is not a reality. (B) The effects of change are often a cause of anxiety. (C) 
Good interagency collaboration, which is essential to case management, is difficult to 
achieve in practice, especially at the service delivery level, due to cultural, structural and 
personality differences. 
I Preparation and support 
(A) Locally organized training for case management, involving all levels of staff and 
preferably on a joint agency basis, is not currently adequate. (B) Local mechanisms for 
clinical supervision, involving support from experienced practitioners within the same 
discipline and necessary for good practice is also lacking. (C) Accountability in nurse case 
management is likely to extend beyond traditional lines, to include interagency elements 
and this presents problems. 
4. Case management model 
The predominant social service model is adopted by many nurses, though the policy 
recommendation to separate purchasing and provision may not be the best model for 
community nurse case managers. (Ai) The major responsibility is for purchasing, including 
financial assessment. (Aii) There is usually some budgetary devolution, though not 
necessarily to case manager level, which may be difficult to operationalize, (Aiii) with variable 
amounts of provision where appropriate. (B) However, community nurses encounter 
difficulties acquiring equal recognition in the case manager role. (C) A separate advocacy 
system involves less conflict. 
5. Practice conflicts 
(A) Resources (time, money, services) are likely to be inadequate for realizing the ideals of 
client involvement and satisfaction, quality care and a needs-led service. (B) High caseload 
numbers and increased pressure of work are also likely to be a potentially compromising 
feature. (C) There is some evidence of strategies to minimalize this, such as targeting, 
addressing the needs of less dependent clients or feeding data on unmet individual needs 
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Pattern -m atchin g (4) case 1 
1. Professional issues 
While the manager felt personality to be more important than 
professional qualifications for the CM role (+), the CN saw that, 
though differences existed between CM and CN, these could be 
overcome to unite the two roles (±). There was agreement that DNs 
can acquire the expertise for CM (V) while retaining their own 
specialist skills but the CN was aware of the potential for losing 
professional identity within the dominant SS culture (V). 
2. Organizational issues 
There was a feeling expressed of lack of clarity and integration in 
current organization (%/). The manager obviously had some 
involvement in CM planning though the CN's remit appeared limited 
to liaison work (±). For both respondents, the change process had 
been minimalized, and they remained positive about it (x). They also 
agreed that interagency teamwork could be, and had been, 
problematical, and felt the crucial issue to be the personalities of 
individuals at both practitioner and management level (%/). 
3. Preparation and support 
The CN expressed satisfaction with local interagency training for 
CM (x) and was happy for the team leader to adopt the support role 
in cross-discipline supervision, as personalities gelled (x). The CN 
was also aware of cross-agency accountability, but appeared to be 
able to separate the lines of accountability satisfactorily (x). 
4. Case management model 
The CN was clear about, and happy with, the purchaser role (V), 
with access to a budget (, /), but was no longer involved in the 
provider side (x). Though both respondents felt CNs were capable 
of adopting the same model, with an expertise in health assessment, 
the manager agreed that SW CMs had difficulties accepting a nurse 
CM (. /). Though advocacy was thought to be compatible with 
nursing, the CN agreed that conflict could arise from combining CM 
and advocacy roles (%/). 
209 
5. Practice conflicts 
Although the manager appeared to feel more acutely the lack of 
finances and time than the CN, there was clear awareness of the issue 
(%/). Both respondents agreed that combining CN and CM increased 
workload considerably (*/) and the manager noted the adverse 
effects of change these factors had on user-centred services. Though 
the manager focused on the inability to meet needs, the CN remained 
optimistic, so long as CMs were guided by needs rather than 
resources, were able to differentiate needs and wants and to negotiate 
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Pattern-matching (4) case 2 
1. Professional issues 
There was more enthusiasm from the manager than from the CN for 
the suitability of LD nurses for the CM role (±). Though both saw 
CM-type assessment as being traditionally part of the nursing remit 
(V), they agreed the role may detract from care delivery and may 
lead to undervaluing of professional skills. The CN also commented 
on the uncertainty of her situation (, /). 
2. Organizational issues 
Organizationally, health and social (including LD) care arrangements 
were felt to lack clarity (V) and, although the manager, with other 
health personnel, had been involved in negotiations, the lack of 
involvement of health staff at practice level (±) and the speed of 
change left a feeling of insecurity (V). This had affected the quality 
of interagency relationships among practitioners, though it was 
unnoticed by the carer (., /). 
3. Preparation and support 
Both manager and CN felt joint training for CM had been good, with 
the manager talking of future plans to extend this to a competency- 
based recordable qualification (x). The CN had reservations that, 
with multi-professional preparation, the specialist nature of nursing 
may lose out to genericism (+). There were no data recorded on 
supervision (-) and accountability (-). 
4. Case management model 
The manager appeared to agree that a purchasing element was 
appropriate to CN CM, though the CN felt more strongly that 
clinical and specialist work was being jeopardized with this model 
(±) so long as this did not undermine the care delivery function, also 
noted by the carer (V). The carer further emphasized the 
importance of advocacy within the perceived model where care 
delivery is a major feature (x). There was no mention of budget 
holding (-) or difficulties of recognition (-) 
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5. Practice conflicts 
There was strong agreement that a lack of resources and heavy 
workload could compromise quality of care (*/). The CN also 
raised the issues of expanding caseloads, with few discharges, and a 
loss of user-focus as time passed (. /). However, both professionals 
felt that CM could actually meet clients' needs so long as there 
existed a referral protocol which allocated to nurses those clients 
with predominantly (LD) nursing needs and specialist (LD) services 
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Pattern-matching (4) case 3 
1. Professional issues 
All respondents agreed that CM was a natural role extension for 
community LD nurses (. /), though one CN felt some funtions of CM 
(eg paperwork) were not appropriate to the nursing role and reduced 
time with clients (±). There was also agreement that the specialism 
had been marginalized and disadvantaged in the planning process and 
there had been loss of professional status and security for community 
LD nurses as the balance of power shifted to SS (. /). 
2. Organizational issues 
There were obviously some organizational problems in the past 
resulting in uncertainty and isolation for LD workers, though 
respondents' emphases differed in response to this issue (±). There 
was some discrepancy between the manager's view of CM 
involvement with other professionals and wider organizational 
development, and the CMs themselves, who felt some confusion and 
lack of involvement (±). There was also dissonance between the 
manager's interpretation of CM implementation being forced 
through, and the CNs and carer, who had experienced minimal 
change in practice, unsettling though even this was (±). There was 
evidence from all respondents of damaged interagency relations since 
the inception of CM, though this appeared more marked at 
management than individual levels and largely due to 
misunderstanding and poor communication (V). 
3. Preparation and support 
Although there was training for community nurse case management, 
to the CMs themselves it appeared barely adequate and informal, 
supporting the need for better organized preparation (V). There 
were mixed feelings about the adequacy of supervision, the manager 
expressing greater satisfaction than the practitioners, who seemed to 
feel more acutely the need for support from their own discipline 
(.. /). There was agreement within the case that accountability was a 
complex issue and would require good interagency relations and 
understanding where team leaders were from a different discipline 
(V). 
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4. Case management model 
Although the manager saw the CM role to be theoretically on the 
purchasing side and one CN saw provider work as decreasing 
the other two CNs saw the current emphasis on provision as 
important and likely to continue (%/). Two respondents agreed that a 
devolved budget would be advantageous but this may be a problem in 
view of lack of time in practice (. /). But there was no evidence of 
problems with recognition from SS (x). Although advocacy has been 
seen as a nursing responsibility in the past, the purchaser/provider 
division has highlighted the potential conflict where nurses combine 
both dimensions in their practice (*/) 
5. Practice conflicts 
There was marked agreement among respondents with the 
proposition about lack of money, time & services and the effect this 
had on meeting need despite the fact that CM had improved certain 
aspects of care(V). There seemed no doubt among respondents that 
assuming a case management role resulted in workload pressures, 
due to inadequate staff levels as well as referral systems (V). There 
was some willingness to change practice towards greater flexibility 
and realism to cope with this and nurses tended to be allocated clients 
with predominantly health needs, though this was not formalized, 
leading to some inappropriate "social work" being undertaken. All 
three CNs, as well as local documentation, were concerned about 
identifying unmet needs and the issue of feeding this information into 
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Pattern-matching (4) case 4 
1. Professional issues 
The opinion was expressed that G grade CNs make good CMs/ 
keyworkers, having the knowledge and assessment skills (V) and, 
though the CNs saw DN work as moving in that direction, one DN at 
least was obviously not too comfortable with the role (±). The 
manager highlighted the frustration caused by DNs not having 
formal recognition of the role and one DN saw a danger of losing 
professional (nursing) status to encroaching home care teams (%/). 
2. Organizational issues 
The manager described good integration in the planning and 
implementation of CM (x) with nursing involvement at management 
level (x). Change appeared to be gradual and predated the 
community care initiatives (x). All three DNs described good 
interagency relations at practice level. However, "territorial" 3 
problems had occurred between health and social care agencies 
according to all respondents, including clients/carers, due to 
"politics", different philosophies, lack of familiarity and 
personalities. This led to confusion for both professionals and 
service users (%/). 
3. Preparation and support 
There was a difference in perception of training for CM between the 
manager, who felt the preparation had been significant, and the CNs, 
who relied on DN and CPT training (±). Two CNs expressed 
satisfaction with the support received from the locality manager (x). 
Lines of accountability appeared clear to the CN who mentioned the 
concept, and there was no mention of problems (x). 
4. Case management model 
The keyworker model appeared to give little priority to purchasing 
(x) but involved a substantial emphasis on provision (%/), which was 
considered important. There was no budgetary devolution as such 
(x) and this was seen as potentially problematical, though 
practitioners were appraised of the financial implications of their 
work. There appeared to be some problems, even with this model, 
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over CNs assuming a lead role (%/). All three CNs (and to some 
extrent clients/carers) saw themselves as client advocates, which may 
be more workable with this model (x). 
5. Practice conflicts 
There was general agreement that lack of resources (%/) and 
workload (%/) were affecting quality of care, though this was not 
stated strongly. One client and one carer did not feel involved in 
decision-making but, significantly, the carer did not wish for any 
greater say. The manager felt choice and opportunity for very 
dependent clients was better than prior to community care and one 
CN felt that on the few occasions where needs were not met then this 
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Pattern -matching (4) case 5 
1. Professional isues 
The manager felt issues which separated SW CM principles and 
nursing principles could be overcome (V). There was a general 
feeling that CPNs had always pursued a care-coordinator type role, 
though one CN felt it to be a professional designation in its own right 
(±). There was also a feeling of uncertainty and one CN was not 
sure of the difference between CM and care coordinator roles (, /). 
2. Organizational issues 
While the manager talked of an integrated management structure, the 
CNs gave an impression of lack of coordination in the changes (±). 
Although the manager had some involvement in setting up the pilot, 
implementation appeared disorganized, a feeling echoed by CNs, 
who felt left out (±). The speed of change led to general feelings of 
uncertainty (V) and, although multi-agency working was perceived 
as advantageous, and had improved, there remained practical 
difficulties in making this a reality (V). 
3. Preparation and support 
Despite attending conferences, the manager felt that different 
interpretations of case management remained, and that training for 
CNs was not resourced or supported. The CNs agreed with this view 
of inadequate preparation, apart from training on benefits (V). All 
the CNs felt adequately supported, especially while in supervision 
(x). Accountability lines appeared clear and no problems were 
mentioned (x). 
4. Case management model 
There was marked disparity and confusion displayed by respondents 
over terminology and role interpretation here. The manager talked 
about care coordinators under CPA having a (generally desirable) 
clinical role, while the separate role of CM, adopted by SWs, was 
primarily a purchasing function. All three CNs were, however, 
unclear about differences (if any) between the two roles and were 
unsure how SWs functioned (±). The CNs either emphasized care 
delivery, or the difficulties of not being involved in care (V). There 
228 
was no dedicated budget and, although all CNs talked of the benefits 
of having a small, discretionary fund, complete budgetary devolution 
was felt to be inappropriate (V). There were mixed feelings on 
whether nurses were accepted as assessors (±), but all CNs felt able 
to be client advocates, as relationships were based on trust (x. ). 
5. Practice conflicts 
There was unanimous expression of lack of suitable services and 
funding "to make the policy work" in a rural area (V). Also, there 
were high caseload numbers, with few discharges, pressure of work 
and there were felt to be unmet needs left when the pilot terminated 
(%/). But many strategies were in evidence, which one CN felt led to 
improved outcomes, such as targeting, documenting unmet needs, 
skillmix, expressing dissatisfaction to mana ers, use of charities and 9, 
voluntary organizations, operating a waiting list and making 
suggestions for new services (V). However, targeting often meant 
the less needy were neglected and there were further difficulties 
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Pattern -match in g (4) case 6 
1. Professional issues 
Respondents agreed on the suitability of nurses for CM in terms of 
the continuity provided over long periods of time (V). CPNs are 
appropriate CMs (as are DNs & HVs) because of a focus on 
assessment for residential placement, similarity to CPA and existing 
work, good use of skills and opportunity to specialize, though the CN 
mentioned the future possibility of designated CMs who can give post 
more time (±). The manager feared for CPNs as team was so small 
and vulnerable (, /). 
2. Organizational issues 
The manager expressed dissatisfaction with the narrow 
organizational focus of CM in the locality on residential placements 
(%/). Both manager and CN felt some degree of involvement in CM 
implementation, which was "bottom-up" (x). The major changes 
were felt to be very stressful (.. /). Although there were interagency 
problems, these were mainly with medical, rather than with SS staff, 
and were limited largely to the management, rather than practice, 
levels W. 
3. Preparation and support 
Preparation for CM, on an interagency basis, was felt generally to be 
adequate (x). Supervision was uniprofessional, with no problems 
expressed and plans for future development and formalization (x). 
The CN felt accountable to the (professional) line manager but 
volunteered no problems with this (x). 
4. Case management model 
The CN appeared to see CM more in terms of a finance-driven role 
than the manager (±). Further, while the manager felt the cuffent 
level of budgetary devolution to the care forum, was appropriate, the 
CN understood that what should be happening was devolution to 
individual level (±). Both respondents mentioned provision, though 
the manager questioned the appropriateness of some of the care, 
while the CN saw conflict with the purchaser focus (x). There was 
no mention of problems with CPN recognition (-), possibly because 
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of the good relations with SS. The manager felt CM allowed for an 
advocacy role, while the CN mentioned conflicts of interest here (±). 
5. Practice conflicts 
There was a strong feeling that community resources were 
inadequate (, /) and also that pressure of work, especially initially, 
detracted from care (. /). In general, needs were met and users 
involved through a number of strategies: narrowing eligibility 
criteria and prioritizing, limiting time per client, use of voluntary 
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Pattern-inatching (4) case 7 
I Professional issues 
It seemed to the CN that CM was a concept which nursing would 
have to adapt to, rather than govern, in terms of traditional ways of 
working (±). The same could be said for CPN work, according to 
both respondents, at least with hindsight; while the manager reported 
that it would have been done differently if implemented now, the CN 
talked about working outside traditional CPN boundaries, and the 
role being to do more with individual personality, attitude and 
maturity than a particular professional qualification(±). The CM did 
not talk in terms of role erosion, but the impression was that this was 
not an issue W. 
2 Organizational issues 
The organizational infrastructure for CM made its introduction 
fairly smooth, based as it was upon the same principles and a focus 
on the long-term mentally ill. (x). Both manager and CN felt 
involved to some extent in CM planning (x), but political and 
structural changes outside their control (including the discontinuation 
of the project) were emphasized by the CN which were hampering 
CM development (V). There had been good interagency 
collaboration, especially with SS, at all levels, and this had only been 
threatened by more recent organizational cutbacks (x). 
3 Preparation and support 
Preparation for the role was good, but only as part of the research 
project and the CN spoke of his own experience and attitudes as 
being of equal importance (x). The CN spoke of inadequate support 
from his manager, compensated for by support from his colleagues 
(.. /). During the project, accountability was split professionally and 
operationally, though this was not seen as problematical (x). 
4 Case management model 
The CN talked of the advantages of an ability to negotiate with 
purchasers (V), although the budget was not devolved to individual 
level (which would not be appropriate in any case) (%/). Both 
respondents mentioned the importance of service delivery (V). 
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There were problems for CMs in being accepted in a specially 
funded role against a background of cutbacks and redundancies 
The CN supported an advocacy role, with no mention of problems in 
this (x). 
5 Practice conflicts 
There were particular issues surrounding the lack of resources and 
time here once the pilot project had been completed, with the 
attendant problem of meeting clients' expectations (V). There was 
also the problem of absorbing the work into an existing full caseload 
and extra paperwork (-/). Strategies included prioritization 
according to dependency, integration of the project into existing 
services and documenting unmet needs, finding alternative solutions 
where possible. CM allowed clients to stay out of hospital, involved 
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Pattern -matching (4) case 8a 
1. Professional issues 
There was evidence from both respondents of confusion locally 
about the remit of case managers and a consequent doubt whether 
nurses can identify with the role; both questioned whether a clinical 
background was necessary at all, while the CN felt no current 
allegiance to nursing (x). The CN also felt that CM was very 
different from the traditional CPN role, although it linked with 
section 117 and (according to documentation) to CPA. Further, the 
manager felt the adaptability of mental health nurses, plus personal 
interest, made them suitable (±). There was no evidence of feelings 
of professional deskilling (x), possibly because of the changed 
professional allegiance. 
I 
, 2. Organizational issues 
The CN explained that CM was not well integrated locally, though, 
according to the manager, the impetus was the community care 
legislation (V). The manager felt involved in implementation (x). 
The CN was very much feeling the effects of change (V). 
Interagency relations appeared to be good from the practitioner's 
point of view, though the manager expressed some reservations, 
especially regarding GPs (±). 
3. Preparation and support 
There was no official preparation for the CM role, though this 
would have been appreciated (V). Supervision appeared good, with 
the CN expressing no particular need for a nurse supervisor (x). 
Accountability lines were not presented as problematical (x). 
4. Case management model 
Respondents seemed to have a clear conceptualization of CM, though 
the model adopted locally was an eclectic one. There was an implicit 
responsibility seen in CM for purchasing (V), with no devolved 
budget and differences of opinion as to whether this was desirable 
The doubts expressed above about the CPN suitability for the 
CM role were further highlighted in the interesting mutual decision 
for the CN to move back towards a therapeutic model of care, with 
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the manager becoming the CM - thus casting doubt on the suitability 
of provision within a CM remit (x). 'Fliere was no specific mention 
of problems with recognition of CPNs as CMs per se (x). Although 
the CN felt able to act as advocate, this may have been outside the 
CM role and the documentary evidence referred to separate 
advocacy services, thus supporting this (V). 
5. Practice conflicts 
The manager emphasized lack of resources and both professional 
respondents mentioned lack of time, however the effect of this on 
"user emphasis" appeared minimal, with some examples given of 
positive outcomes (±). Similarly, high caseloads were mentioned by 
both, though the number of new referrals was debatable(±). There 
was much evidence of strategies used to promote quality, such as 
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Pattern -matching (4) case 8b 
1. Professional issues 
There appeared to be agreement that nursing sat well with CM, to 
the manager because nursing characterized the professionalism 
necessary for the role, and to the CN because CM represented an 
extension of existing work (. /). Further, CM was very much seen in 
psychiatric terms, specifically to the CN because it allowed for 
professional specialization within this (V). There was a detectable 
feeling of potential for marginalization of psychiatry on the part of 
the manager, though the CN felt the move to specialization was 
overcoming this (±). 
2. Organizational issues 
The paradox apparent in the explanations here may account for the 
unusual set-tip underlying the decision to designate the original case 
8 as three separate cases (a, b, c). While the CN described the 
organization of CM as "piecemeal", this lack of strategic planning 
was seen in a positive light, since it allowed for the development of 
local "best practice", which government directives ignored (±). The 
manager felt very much involved in the implementation process and 
the CN was adapting the assessment forms (x). However, change was 
anticipated in a generally negative light (V). It was felt that good 
interagency relations had largely been maintained by ignoring 
government guidelines (x). 
3. Preparation and support 
Although joint interagency training was considered fairly useful, the 
CN felt that preparation to became designated community care 
assessors was inadequate and that his own personal professional 
development was more useful (V). Professional supervision 
appeared good (x). While the CN saw no conflict in the diverse lines 
of accountability, the manager felt the issues needed working 
thro ugh (.. /). 
4. Case management model 
There was a general feeling that CM was poorly defined, with links 
to keyworking and section 117 legislation as well as community care 
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policy. The manager appeared to have what some literature has seen 
as a "care It , as opposed to a "case" management remit - coordinating 
CMs, though also carrying a caseload. The crucial policy seen as 
being promoted by the government was a separation of assessment 
and provision. The manager felt that the government push was for 
CMs to become brokers and the CN felt he fulfilled a dual role 
Budgetary devolution was welcomed, though not to CM level, 
because of the small amount of money available for dubious benefit, 
and the need for accountancy skills (%/). Provision was certainly 
seen as important in specialist work by the CN (V). There was no 
evidence of problems with CNs being recognized in the CM role (x). 
The CN felt able to act as client advocate within his model of CM 
5. Practice conflicts 
While the CN noted a shortage of resources and time, and the effect 
of this on care provision, the manager perceived the main threat to 
quality lay in the organizational requirements to fulfill contractual 
agreements on the one hand, and the lack of control over care 
delivery which accompanied the brokerage model on the other 
Again, while work pressure, in terms of high caseload numbers, 
concerned the CN, the manager felt that meeting targets sidelined the 
issue as they could be easily met but with no quality guarantee (±). 
The CN described the focus on psychiatric morbidity and relapse 
prevention as one way of coping with these problems and remained 
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Pattern -matching (4) case 8c 
1. Professional issues 
Although the local policy was for nurses to be "named assessors" and 
CMs, there was an impression from both respondents that a 
professional background was not necessary to the CM role (x). The 
implication was that it was not by virtue of the CPN qualification 
that the CN was suited to the role (x). Despite, or possibly because 
of, a distancing from the profession, the CN did not express fears of 
role erosion and uncertainty (x). 
2. Organizational issues 
The local organizational arrangements for CM were criticized as 
being fragmented by both respondents (. /). However, there was a 
feeling of involvement in shaping future directions (x). Change was 
both a past feature and a future expectation, giving rise to some 
conjecture (%/). Expressions of interagency teamwork were all 
positive (x). 
3. Preparation and support 
Although there had apparently been considerable investment in 
continuing professional development in general, the CM-specific 
training had been minimal and the CN felt it was experience, plus 
their own investment in education, that made a difference (the CN 
and manager were both doing degrees) (V). However, the 
supervisory system, within a flattened clinical hierarchy, and with 
preparatory input, seemed to work well (x). The CN felt a strong 
sense of self-accountability, as if this was to be expected (x). 
4. Case management model 
Though there was some confusion regarding title, the CM role was 
seen within the community care changes and, generally, as something 
with more responsibility than the conventional CPN role. CM was 
seen largely in terms of a brokerage function, but not purchasing 
(x), with the community care assessment providing access to the 
necessary finances when other sources were inadequate, and the 
manager acting as the coordinator (again resembling the care 
manager role previously described). Budgetary responsibility was 
248 
seen as being most appropriately devolved to manager level, unless 
there was clear indication of client benefit and sufficient preparation 
in terms of accountancy skills (V). The CN clearly saw himself in 
terms of a service provider (.. /). There was no evidence of 
problems with recognition for nurses in the CM role and the GPs 
were happy with this (x). There were no data on advocacy (-). 
5. Practice conflicts 
Both respondents expressed a need for more resources (. /), although 
the issues of over-large caseloads was not a major problem due 
largely to there being no local hospital closure (x). Even so, quality 
maintenance strategies were in evidence, including targeting the long 
term ill, setting up services, looking at alternative provision and 
allocation of new clients. Overall it appeared that clients felt well 
served, carers were involved and practitioners were happy in their 
jobs (V). 
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Pattern-matching (4) case 9 
1 Professional issues 
The manager felt that nurses were not suitable for the CM role as 
practised by SWs, and the CNs' support appeared to be for a 
different concept, as they had little to do with SW CMs (x). All 
seemed to wish to retain the DN role in its traditional form (x) and 
the CNs were concerned about encroachment from home carers (*/). 
2. Organizational issues 
The organizational set-up appeared to be largely SS led, with little 
integrated planning (-/). The manager was initially involved in 
planning meetings, and the CNs in service choice meetings with SS, 
but these were being relinquished, almost by choice (V). There had 
been a big reorganization, which was "disheartening", as community 
care was implemented (V) and, though there was evidence of 
superficial joint working to meet the requirements of the project, 
there was a notable lack both of communication, at least at the 
service level, between the two agencies, and of knowledge about how 
SS functioned on the part of the DNs (V). 
3. Preparation and support 
Preparation for the post-community care role had been minimal 
(V), and professional support appeared to be lacking, with no 
evidence of clinical supervision (. /). Accountability, though 
strongly felt, was problematical and not focused (V). 
4. Case management model. 
To the manager, CM meant managing home carers, while to the CNs 
it meant little more than the traditional DN role, with an emphasis on 
assessment. There was no responsibility for purchasing (x) and the 
budget was devolved to nurse manager level, but with little 
involvement on the part of practitioners There was currently 
significant involvement in care delivery though it was 
anticipated that this would reduce in favour of assessment and 
delegation only. There was no mention of recognition by SS, but as 
there was no attempt to assume a holistic CM model, the lack of 
data 
252 
is not significant (-). It was felt that DNs could, and should, be 
advocates (x). 
5. Practice conflicts 
Lack of resources (V) and high caseload numbers (. /) were 
apparently compromising quality of care because direct care time 
was limited. To cope with this nurses appeared to be defensively 
taking on all referrals, but there were no specific criteria for nurse 
allocation at service choice meetings and, despite looking for 
alternative provision, there was a sense of "handing over" with needs 
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Pattern -m atchi ng (4) case 10 
1. Professional issues 
Although CM was felt to be something new, it was considered a 
natural development of professional CPN training (V) with CPNs 
being particularly suited to the role, as they had so much in common 
with SW CMs and straddled both medical and social models of care 
(, /). There was some unease at the prospect of a future entailing a 
generic role with untrained CMs, as this may lower the standard of 
care (V). 
2. Organizational issues 
There appeared to be some strategic planning for CM, with working 
parties set up, which the manager attended (x). All levels of nurses 
felt involved to some extent, though the CPN voice was only felt 
through the persistence of the manager (x). Change (present and 
future) was mentioned, but did not appear problematical - possibly 
because of staff involvement (x). There were some disagreements 
within the multiagency team, but these were largely overcome 
through conscious efforts at team building (x). 
3. Preparation and support 
There was a consensus that the formal joint training for CM was 
inadequate, but both the manager and one of the CNs were involved 
in personally arranged professional development courses which had 
been useful (. /). Supervision was well developed and considered 
good (x). Accountability lines appeared clear to practitioners, and 
no problems were volunteered (x). 
4. Case management model 
CM was perceived uniformly as based on the SS model, with 
significant responsibility for purchasing (%/), and budgetary 
devolution to manager/coordinator level, which gave CMs the access 
to funds which they needed (. /). There was also some care 
provision activity; however, though this was considered to be in 
keeping with a nursing ethos, it was also seen potentially to conflict 
with the assessment and purchaser role and there were mixed 
feelings as to whether it was, therefore, appropriate (±). Problems 
257 
with recognition of CPNs in the CM role were largely avoided by 
the assertive efforts of the nurse manager in demonstrating their role 
and expertise (x). Advocacy was felt to be an appropriate constituent 
of the role W. 
5. Practice conflicts 
Limited resources, in terms of time, staff and care providers, were 
felt to affect the ability to meet needs (. /), as did over-large 
caseloads, attributed by the manager to a nursing reluctance to refuse 
referrals (%/). However, a move to prioritization was in evidence, 
along with a "sharing of the load" within the team and documenting 
of need for feedback to providers and finding alternative provision. 
Overall the feedback was that CM was now benefiting clients, and 
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Pattern -matching (4) case It 
1. Professional issues 
There was some ambivalence from both respondents about the 
suitability of CNs for CM; doubts concerned its novelty, the 
personalities involved and the need of a professional nurse 
qualification. On the other hand it was felt to be compatible with the 
nursing process, keyworking and assessment, its ability to promote 
nursing autonomy/authority and to formalize much of what nurses 
do already with certain client groups (±). The CN felt CM was 
attractive to LD nurses as their role became threatened (V) but that 
it may divorce nurses from their professional nursing allegiance 
2. Organizational issues 
There appeared to be disagreement about the strategic planning for 
CM, with the manager talking about months of multidisciplinary 
discussion and the CN stating that it had not been thought through 
(±). Similarly, while the manager was involved in various 
subgroups, the CN talked of a "top-down" method of implementation 
There was mention of the need to ad ust thinking to 
accommodate the changes initially, though this seemed to be going 
smoother now (*/). Liaison with SS had traditionally been good, 
and problems - largely due to personalities - were not insoluble (x). 
3. Preparation and support 
Interestingly, the CN felt the SS-led training to be more acceptable 
than the manager did (±), while the supervision arrangements 
appeared satisfactory to both (x). The potential for conflict with 
regard to accountability was acknowledged, but was felt to be no 
problem if personalities gelled (x). 
4. Case management model 
CM was obviously tied up with related legislation and practice in the 
LD field, giving rise to some confusion, though the emphasis was on 
the ability to create innovative care packages. It was seen to be 
within the purchasing realm (V), with the budget residing 
appropriately at team leader level (%/). Care provision was also part 
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of the remit, and though this was envisaged in the documentation as 
giving minimal rise to conflict, the CN found that combining the two 
roles was stressful (±). There was a feeling that SS still held the 
power in CM, but that this was changing and CNs were gaining 
acceptance (x). The CN was in favour of an advocacy role for the 
Cm (X). 
5. Practice conflicts 
There was a fear that inadequate resources would lead to falsely 
raised expectations (%/), and the CN's large and increasing caseload 
was also affecting care quality, particularly for the lower priority 
clients (V). However, strategies to improve quality included a 
quality group and targeting, and overall it was felt that services were 
better, and more user-led, than in other areas (V). 
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3.5 The case studies - longitudinal follow-up 
Although the responses to the follow-up questionnaire included 
information from each of the 13 case study sites (section 2.7), these 
were unevenly distributed according to both number and status of 
respondent(s): 
Table 3.15 Follow-up responses according tostatus of respondents 
and number across cases 
Case Specialism 
Number of responses 
Manager CNs Total 
DN 2 
2 CLDN 2 
3 CLDN 2 
4 DN 0 1 
5 CPN 3 4 
6 CPN 0 1 
7 CPN 0 1 
8a CPN 2 
8b CPN 2 1 
8c CPN 0 1 
9 DN 2 3 
10 CPN 2 3 
11 CLDN 0 1 
Total 10 15 25 
Key: CLDN community learning disability nursing 
CN community nurse 
CPN community psychiatric nursing 
DN district nursing 
There were thus two cases (6 and 11) where responses were from the 
manager only, four cases (3,4,7,8c) where responses were from one 
or more community nurses only, and seven cases (1,2,5,8a, 8b, 9, 
10) where responses were from the manager and at least one 
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community nurse. There was one reply only from five cases (4,6,7, 
8c, 11) and multiple replies (two or more) from the remainder. 
The responses to the four structured questions were as follows: 
Table 3.16 Follow-up responses to questions by case 










1 DN N NA policy change unsure 
2 CLDN Y no change NA no change 
3 CLDN Y increasetno 
change 
NA decline 
4 DN N _ NA postholder 
left 
no change 




6 CPN Y increase NA expand 
7 CPN N NA policy change expand 
8a CPN Y increase NA expand/no 
chanqe 
8b CPN Y increase NA expand/ 
unsure 
8c CPN Y increase NA expand 










CLDN IY I increase NA expand 
Key (additional abbreviations): 
y yes 
NA not applicable 
N no 
NR no response to question 
There was a variety of responses to all questions, but nine of the 13 
case study sites appeared to have community nurses still in a case 
manager post. Broken down by specialism these were six of the seven 
mental health cases and all three learning disability cases, with two 
district nursing cases replying negatively and one with a mixed 
response (the manager replied that district nurses had never worked as 
case managers, while the two community nurses felt they were still 
working in the role! ). 
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Question two was about the relative change in numbers of community 
nurse-case managers (for those where they were still employed) over 
the previous four to five years. The mental health specialism recorded 
six cases of expansion and one mixed response (two expansionist, two 
no change). Learning disability responses comprised one statement of 
expansion, one of no change and one mixed response (expansion/no 
change). Of the two district nurses who considered themselves in a 
case management role, one felt numbers had declined and the other 
that there had been no change. 
Question three asked for reasons where there had been a 
discontinuation of the community nurse-case manager role, with four 
suggested options given plus an "other" category. Of the three cases 
responding, two (district nursing and mental health nursing) specified 
policy changes, with one district nurse enlarging upon this by stating 
the new policy was for the postholder to now act as liaison nurse to 
social services. Another district nurse stated that the postholder had 
left. 
Anticipated future change in numbers of community nurse-case 
managers (question four) also displayed variety, both between and 
within specialisms, and within cases. Once again, the mental health 
specialism displayed the most optimistic picture, with three cases 
anticipating future growth, and four mixed replies, these all being a 
combination of expansion, no change or unsure replies (but no 
anticipation of decline). District nursing tended to a no-change or 
unsure position, with learning disability displaying a mixture of 
expansion, decline and no change. 
Fourteen of the 25 replies volunteered additional comments in 
response to question 5, which may be grouped, as with the 
questionnaire follow-up comments, according to the influencing 
variables governing the literature review. Firstly, in terms of national 
policy, primary care groups were touched on by three respondents in 
two cases (district nursing case 1 and mental health case 8b). Both 
appeared to see possibilities for nurses here, through increased joint 
working and role expansion, though the district nurse manager 
questioned whether nurses would actually grasp the opportunities this 
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provided. The "partnership agenda" was also referred to by one 
(learning disability case 2) manager as a way forward. 
Secondly, professional suitability for the case management role was 
endorsed through a number of issues, including the partnership issue, 
seen by one (learning disability case 2) respondent as being a 
philosophy upheld by a large number of nurses. Another learning 
disability respondent (case 3) felt that the current local way of 
working within case management led to role clarity without 
compromising the therapeutic element, while a mental health view 
(case 8b) was that nurses are suitable case managers since they can 
cope with higher caseloads and more dependent clients that social 
workers or occupational therapists (though a separate learning 
disability opinion, case 2, felt that current nurse workloads were too 
heavy for the role). 
Thirdly, a number of current trust-wide initiatives were mentioned by 
mental health or learning disability respondents. In three cases (7,8a, 
8b) these appeared to be conducive to CPN case management and 
included a bid to restore community nurse case management, a joint 
operational policy with social services and formal recognition by one 
trust of a need for joint working and managed care. On the negative 
side, one CPN (case 5) felt funding remained a major hurdle, with a 
need to increase staff and decrease workloads but with no extra money 
available. For the learning disability specialism, case 3 mentioned 
that the local trust was currently looking at a number of options which 
would re-orientate community nurses within the case management 
scenario, while a learning disability manager (case 11) wrote of a bid 
for joint commissioning for funding health-led case management in 
learning disability practice. 
Finally, some impression was given (again from the mental health and 
learning disability specialisms) of individual initiatives within an area, 
such as the resumption of CPN case management in case study site 7 
as an intensive community support team QCST), the creation of three 
specific rehabilitation CPNs in site 8c undertaking case management 
and the integration of CPN case management with social services in 
site 8b. The manager from case II (learning disability) wrote that 
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currently there were only four individuals subject to nurse case 
management in the present system, while in case 3 the CLDN's case 
file had only three eligible for this. 
Overall, the response rate was considered adequate for providing an 
impression of the durability of community nurse case management 
over time. Results largely mirrored those of the questionnaire follow- 
up (section 3.3.7) in that the model of practice appeared to be more 
suited to mental health and learning disability than to district nursing 
(though even at the case study level of investigation there remained 
doubts over the conceptualization of case management within this 
specialism). However, recent policy initiatives were seen to provide 
opportunities for role development along case management lines for 
those district nurses willing to grasp them. 
3.6 The case studies - cross-case analysis and discussion 
The final stage of pattern-matching comprised a cross-case analysis. 
Although Yin (1994) did not specifically address particular 
approaches to this stage separately from case study analysis in 
general, the emphasis on replication, rather than sampling, logic at the 
design stage suggests that the practice of analytic generalization, 
whereby a single case is "matched" with predefined theory or 
propositions, should be repeated over the total number of cases, the 
findings of each case contributing to that theory. In order to avoid the 
potential over-complexity which multiple cases would present with, 
given the large number of variables involved, it was thought fit to 
utilize Yin's (1994) concept of rival explanations as patterns, as 
interpreted in table 3.12. Conclusions thus addressed objectives ii), 
iii) and iv) of the research (section 2.2) by producing a picture of 
which particular combination of variables led to effective, appropriate 
and enduring community nurse case management practice. Finally, 
the discussion of this stage included a consideration of an emergent 
theoretical model, constructed from the four levels of contextual 
variables which threaded through the research, of how community 
nurses as case managers have interpreted and viewed their practice. 
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A number of the conditions which made Yin's "rival explanations" 
strategy appropriate may readily be seen - the research was based on a 
multiple case study, it sought to uncover "explanations" of what 
makes effective community nurse case management and no pretest 
was conducted. Additionally, a tabulation of degrees of support for 
propositional statements for each case (table 3.17) facilitated a 
retrospective analysis of variables across all 13 cases, and so enabled 
the identification of outcome measures with which to match the 
explanations. Although potentially problematic, as is generally 
acknowledged to be the case with all nursing research (Roe, 1998b), 
outcome identification was facilitated by a distinction between 
structure, process and outcome focused propositons, based on the 
structure, process and outcome variables (table 3.11) upon which the 
propositions were drawn. Thus propositions 1 A, IB and 1C could be 
identified as practitioner-orientated outcomes and 5A, 5B and 5C as 
practice (quality or client) related outcomes. Additionally, the 
unsolicited comments on job satisfaction, referred to above (section 
3.5) provided a further outcome perspective, while the presence of 
community nurse case management practice at the five year follow-up 
provided yet another indicator. Although it may be argued that the 
research was, in identifying a number of outcome variables, less 
robust than if it had focused on a single one (as preferred by the "rival 
explanations" approach) it was also felt that, taken together, these 
outcomes represented a global picture of appropriate and effective 
case management, whereas individually, they pointed to only one 
component of what was being measured. 
The starting point for this stage of pattern-matching was a search for 
the cases which best and least met all the specified outcome measures, 
that is, supported the positively worded outcome propositions (I A, 
I B, 5C), failed to support the negatively worded outcome propositions 
(I C, 5A, 5B) and also expressed job satisfaction and were still in post 
at follow-up. These were calculated by allocating a score of 1 for 
each positive outcome, zero for each negative outcome andl/2 for 
partial support or incongruent data. The total scores out of a 
maximum of eight showed the cases with most favourable outcomes 
to be cases 8b, (score 6V2), 8a (score 51/2), 10 (score 5) and 8c (score 
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Such a system is, of course, a very crude tool and any discussion of 
outcomes must also, in case study research, take into account any 
underlying explanations of a given (positive or negative) response to a 
propositional statement. This was addressed in the accompanying 
discussion. 
Having identified the best and worst outcomes, given cases then 
became representative, in their structural and process variables, of the 
pattern to be replicated by the remainder of cases in identifying the 
independent variables of importance for appropriate and effective 
practice. Analysis was centred mainly on propositional groupings 
(table 3.14) and included the outcome-related propositions, in view of 
the extra light to be shed by related respondent comments on the crude 
scores. It was also considered important to compare outcome scores 
specifically across community nurse specialisms and case 
management models, the two variables identified as likely to be of 
importance in the first questionnaire phase (section 3.3.8) and this was 
undertaken first. 
3.6.1 Community nurse specialisms and case management model 
While identification of community nurse specialism, in terms of 
district nursing (DN), community psychiatric nursing (CPN) and 
community learning disability nursing (CLDN), has been a feature 
governing both the literature review and data collection within the 
research, classification of case management models is less clear-cut. 
The tripartite definition of Beardshaw and Towell (1990) was found 
useful as a shorthand device for this, but, not surprisingly, few "pure" 
models were found to exist in practice, as demonstrated in both the 
literature and the descriptive case summaries (Appendix VIII). 
Nevertheless, this categorisation is used in the following tables based 
on information derived from all descriptors within these summaries; 
where elements of different models existed within one case, 
classification was based on where the emphasis appeared to lie, that is, 
toward brokerage, entrepreneurship (the social services model) or 
keyworking/care coordinating (see section 1.1.3), though the presence 
of a strong secondary model influence was noted. Additionally, since 
in two of the CPN projects, case managers identified so strongly with 
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the Care Programme Approach (CPA), this was classified as a 
supplementary model. These two independent variables are collated 
in table 3.18. 
Table 3.18 Cases by specialism and model 
Case 1 2 3 4 5 6 7 8a 8b 8c 9 10 11 
Spec DN LDN LDN DN CPN CPN CPN CPN CPN CPN DN CPN LDN 
Model SS KW/ 
ss 






KW KW SS SS 
Key: DN= district nursing 
LDN = (community) learning disability nursing 
CPN = community psychiatric nursing 
SS = social services/entrepreneurship model 
KW = keyworker/care coordinator model 
CPA = Care Programme Aproach 
/= combination of two models (primary model denoted first) 
In this classification it is interesting, but perhaps not surprising, to 
note that there were no examples of the brokerage model, which has 
been seen to be one largely limited to North America (section 1.1.3). 
Two of the three district nursing projects adopted a keyworker model, 
though one of these (case 9) only demonstrated this (and therefore 
case management) in a limited way. One of the mental health projects 
also favoured keyworking, with two following the social service 
practices and two a mixed model (social services/keyworking). In the 
two identifying with the CPA, it was difficult to isolate perceptions of 
case management apart from this. Of the learning disability projects, 
two were based on the social services model and one on keyworking. 
Regarding the match with outcomes, (see next table) the four cases 
with the highest scores were CPN-led, with a mix of social services 
and keyworking models. The three lowest scoring cases were the 
three DN-led projects, again with two of these working to a 
keyworking pattern. However, no conclusion can be drawn regarding 
the "best" model(s) until the more detailed case and model analysis is 
complete. 
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3.6.2 Professional issues 
Responses to the first group of propositions, related to professional 
issues, are outlined in table 3.19. Six cases were broadly in 
Table 3.19 Comparison of case specialisms, models and outcomes 
with response to professional issues 








1 DN SS 3 
2 CLDN KW/ 
SS 
+ 31/2 
3 CLDN SS + 4 
4 DN KW + 3 
5 CPN CPA + 4 
6 CPN CPA/ 
SS 
+ 41/2 
7 CPN SS + + x 3 
8a CPN KW/ 
SS x + x 
51/2 
8b CPN KW/ 
SS 
+ + 61/2 
8C CPN KW x x x 5 
9 DN KW x x 
11/2 
10 CPN SS %/ %/ 
5 
11 CLDN SS + 4 
Additional key: %/= data support proposition 
Y= yes 
x= data do not support proposition N= no 
±= data lack congruence 
agreement that there is a similarity between the disciplines of case 
management and community nursing (proposition 1 A), with three 
indicating disagreement and four equivocal. Of those in agreement, 
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only one of which was based on the social services model, specific 
reasons given by both the CLDN and DN projects (cases 2 and 4) 
included the importance of assessment to both nursing and case 
management in their keyworking model. The four CPN projects 
responding positively (cases 5,6,8b, 10) emphasized the continuity 
aspect, seeing case management as an extension to their role and 
training. Reasons for disagreement included a questioning of the need 
for any professional qualification for the case manager role (CPN 
cases 8a and 8c) and a need for community nursing to be more 
adaptable (CPN case 7) in order to subsume case management 
practices. Of particular significance is the importance ascribed to 
individual personalities, rather than to disciplinary background, in 
gauging suitability for the case management role (CLDN case II and 
DN cases 1 and 4). 
In terms of their own specialism (proposition I B), five of the 13 cases 
generally supported compatibility with case management, with six 
expressing answers lacking agreement and two disagreeing. 
Surprisingly, perhaps, these responses tended not to correspond with 
those given to the first proposition, about community nursing in 
general. Further, more positive statements, representing all 
specialisms, were associated with the adoption of the social service, 
rather than the keyworker, model. It may be that respondents, and in 
particular the practitioners, found it easier to think in terms of their 
own practices when considering the case management role, rather than 
addressing its application more abstractly to nursing in general. 
However, the anomaly may also be at least partially explained by 
looking at the reasons behind the responses. 
Those giving positive replies appeared to endorse professional role 
development for their specialism in terms of the promotion of 
specialist skills (DN case 1, CPN case 6, CPN case 8b), role extension 
(CLDN case 3), adaptability (CPN case 8a) and widening boundaries 
(CPN case 7). They also displayed an affinity with social care 
practices, as might be implied by the adoption of the social services 
model of case management. For example, CPN case 10 emphasized 
the appropriation of both medical and social models by mental health 
practitioners, while at least three cases not primarily classified as 
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working to a social service model (CPN cases 6,8a, 8b) indicated 
secondary elements of this framework. These comments contrast 
strongly with those not supporting the proposition. In general these 
were less well articulated, simply asserting that case management and 
a given nursing specialism were "different", or respondents were 
themselves less happy or enthusiastic about the idea. One DN (case 9) 
expressed a wish to return to a traditional DN role, which precluded 
extension into case management practices as generally understood. 
The contrast between the "adaptors" and the "traditionalists" was, to 
some extent, also evident in the issue of role erosion (proposition I Q. 
Although only three cases disagreed with the proposition, or simply 
did not talk in these terms, (that is, expressed no fears of role erosion) 
and only one presented with mixed responses, these were all CPN 
cases (7,8a, 8b, 8c) which had taken a largely ambivalent attitude 
toward community nurse/case management compatibility. However, 
on analysis of supporting comments, it appears that these "adaptors" 
had assumed a somewhat extreme position, whereby they now felt 
distanced from their profession of origin. With a greater allegiance to 
case management than to nursing, they felt no threat to their 
professionalism. This was overtly stated in interview details from 
cases 8a and 8c, and implicit in interview details from cases 7 and 8b. 
A number of the remaining case respondents, on the other hand, while 
speaking in terms of uncertainty, loss of status, vulnerability, 
professional marginalization and fear of encroachment from other 
professionals, had also seen a potential role for their specialism as 
case managers; although this "niche" was sometimes put forward for 
negative reasons (for example CLDN case 11 felt that case 
management to be an attractive new direction at a time when that 
specialism was being threatened) it also often accompanied a desire to 
move forward and capitalize on specialist skills (for example DN case 
1, CLDN case 3, CPN case 6, where respondents talked about 
overcoming difficulties, about role extension and about promoting 
specialist assessment). 
Thus it appears that, in the context of the opportunities and challenges 
presented by case management to specialist professional roles, two 
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"ideal types" may be identified. On the one hand existed the 
"adaptors", characterized by a confidence in their role and an 
associated tendency to identify with case management itself as much 
as, if not more than, nursing; on the other hand were the 
"traditionalists", characterized by uncertainties and fear of role 
erosion, and inclined to adhere to traditional nursing values, rather 
than explore new potentials. In practice, most of the case examples 
were situated somewhere along the continuum between these two 
extremes, adopting a "mediation" role, in varying degrees; the 
existence of the "traditionalist" stance of DN case 9 is, perhaps, a 
more surprising finding than the "adapting" examples outlined above, 
given that the research actively sought out practising case managers. 
However, it has been demonstrated that this particular case embraced 
a limited keyworker model more akin to community nursing than to 
case management and this, perhaps, serves as an example of a "type" 
which may be more frequently found in the general population. A 
schema of these "types", with case classification, is depicted in fig. 
3.1. 
Fig. 3.1 Ideal types of community nurse case managers 
iators 
- confident in role 
- identifies with case management 
- takes on new roles 
" potential for marginalization 
but this can be overcome 
" sees case management as 
extension of community 
nursing 
" specializes within profession 
- cases 7,8a, 8c - cases 1,2,3,4,5,6,8b, 10,11 
itionalists 
- uncertain in role 
- identifies with nursing 
- adheres to traditional roles 
- case 
An interesting point to emerge from the analysis of this propositional 
group is that, though concerned with specific outcome variables, there 
is little correlation between these and overall outcome score. For 
example, the "adaptor" group contained both the lower scoring 
outcome case 7 and the higher scoring outcome cases 8a and 8c. This 
indicates a need to further develop the theoretical model through the 
remaining propositional groupings in order to explore more fully the 
features of successful community nurse case management. However, 
at the current stage of analysis it appears that appropriate and effective 
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community nurse case management, in terms of professional issues as 
identified in this research, occurred where community nurses adopted 
a social services-type model of working, or one which displays 
elements of this model. For DNs it also occurred where they were 
able to become more adaptable in their practices, rather than retreat 
into a tendency to "traditionalism", and for CPNs where they were 
able to take their professional skills with them, rather than succumb to 
the danger which accompanied their practice of losing entirely their 
professional identity. 
3.6.3 Organizational issues 
Responses to the second group of propositions, related to 
organizational issues, are outlined in table 3.20. There was a mixed 
response to proposition 2Ai, though the number of cases supporting 
the literature, or providing equivocal answers, was greater than those 
answering to the contrary. In other words, there was little evidence of 
all-level organizational involvement in the strategic planning for case 
management. Interestingly, this variety was reflected in both the "best 
outcome" cases and the "worst outcome" cases and, in addition, no 
generalization to theory can be made across specialisms or models. 
This raises the question of the importance of this type of vertical 
integration to successful case management and, again, further 
explanations must be sought in the separate case respondents' 
comments. Those from the "best outcome" cases suggest vertical 
integration was seen as less important than horizontal integration. For 
example, for respondents from case 8b the piecemeal approach to 
planning was seen in a positive light, since it allowed the freedom to 
develop local initiatives which central policy hindered. The lack of 
success in case 8a with integrated planning in a context where the 
impetus came largely from the community care legislation, reinforces 
the same point, while successful integration in case 10 focused on the 
level of the manager, who was involved in local working groups. On 
the other hand the "poor outcome" case 9 linked failure here to a lack 
of collaboration horizontally with social services, the lead agency in 
commum care. 
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Table 3.20 Comparison of cases by specialism, model and 
outcome with response to organizational issues 










DN SS + x 3 
2 CLDN KW/ 
SS %/ 
31/2 
3 CLDN SS + + 4 
4 DN KW x x x 3 
5 CPN CPA + 4 
6 CPN CPA/ 
SS 
x 41/2 
7 CPN SS x x x 3 
8a CPN KW/ 
SS 
x %/ + 
51/2 
8b CPN KW/ 
SS 
x x 61/2 
8c CPN KW x x 5 
9 DN KW v v 11/2 
10 CPN SS x x x x 5 
11 CLDN SS + + v x 4 
In the responses to proposition 2Aii, seven cases failed to support the 
view from the literature that nurses were rarely involved in the 
implementation of case management, while five were equivocal. 
Significantly, the only case expressing agreement with the proposition 
was case 9, which had shown the "worst outcome" score and where 
initial involvement appeared to have been relinquished. The four 
"best outcome" cases all demonstrated feelings of involvement in 
planning and implementation in phrases such as "a bottom-up 
approach", while equivocal cases tended to demonstrate a lack of 
congruence between managers, who perceived themselves to be 
involved, and community nurses, who did not (cases 1,2,3,5,11). 
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There was an overwhelming feeling in nine cases, in response to 
proposition 2B, that change was detrimental to practice, giving rise to 
stress and anxiety. However, surprisingly, perhaps, three of the four 
"best outcome" cases showed agreement with this proposition, while 
two of the four "worst outcome" cases disagreed. One explanation for 
this, made explicit in case 10, might be that the negative effects of 
change were compensated for by the involvement of nurses in the 
implementation process previously noted, since this would imply a 
certain degee of control within an otherwise hostile context. This 
theory also supports Lipsky's (1980) concept of street level 
bureaucracy, whereby practitioners are said to be able to exercise a 
certain amount of discretion within overall policy demands. 
Proposition 2C, which was about interagency collaboration, again 
attracted a variety of responses, though overall a less unexpected 
pattern emerged, with the best outcome cases displaying lack of 
support for the proposition (that is, demonstrating good interagency 
working) and the worst outcome cases displaying support (that is, 
poor interagency working). This is, therefore, likely to be a crucial 
ingredient of effective and appropriate community nurse case 
management. Other points of interest emerging in comparing 
responses across cases included the observation that variability was 
according to specialism, with the three district nurse cases (1,4,10) 
exhibiting less successful interagency relations than the CPN cases, 
four of which were successful and three partially successful. 
Comments by respondents largely supported the emerging theory that 
the lower, or "street" level organizational elements were more 
important than the higher management and policy ones. For example, 
a respondent from case 8b commented that good relations were 
maintained largely by ignoring government guidelines, while several 
cases (1,4,11) stressed the importance of individual personalities to 
this; several others (cases 3,4,6,8a) noted better interagency working 
at practitioner than at managerial level. A final point relates to 
communication skills, with the poor outcome case 9 demonstrating 
little communication and superficial joint working, compared with 
evidence of actively working to overcome this in cases 5,10 and 11. 
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Overall in this propositional group a partial pattern can be seen to 
exist in terms of degrees of the major elements (horizontal and vertical 
integration and practitioner involvement) which were present on 
analysis (fig. 3.2). "Best" cases tended to cluster around an area 
demonstrating good horizontal integration and practitioner 
involvement, with or without vertical integration (the upper middle 
group of cells in the figure). However, theoretical replication can only 
be said to have occurred if the "worst" cases followed a different 
pattern to this, and it may be noted upon "eyeballing" the figure that 
case 7 did not conform to this expectation, since it demonstrated the 
same characteristics as case 10. Therefore it must be concluded that 
this amended propositional pattern may be a necessary, but not 
sufficient, position for effective community nurse case management. 
In order to discover other possible conditions, the remaining 
propositional groupings need to be analyzed. 
3.6.4 Preparation and support 
Features related to issues of preparation and support are illustrated in 
table 3.21. In responding to questioning about preparation for the case 
management role, (proposition 3A) seven of the 13 cases indicated 
poor preparation, three produced mixed answers and three reported 
good preparation. Two of the latter (one DN and two CPN cases) 
were in the "poor outcome" group, which, on the face of it, seems 
surprising, but, again, an analysis of individual responses and of the 
research method may offer possible explanations for this. It must be 
remembered that the research was seeking respondents' views on 
particular issues, so no absolutes may be guaranteed, and it may be 
that those reporting good preparation had lower expectations than 
those reporting otherwise. One reason for suggesting this is the fact 
that in three of the "best" cases (8b, 8c, 10) practitioners were 
studying for either bachelors or masters degrees, yet criticized the lack 
of education for case management. On the other hand, none of the 
11 poor" cases were studying at this level, yet they appeared more 
satisfied with case management training. Another possible 
explanation is that adequacy of preparation was linked to the issue of 
supervision and support, becoming less important where this support 
was good. This suggestion therefore needs to be tested out. 
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Table 3.21 Comparison of case specialisms, models and outcomes 
with response to preparation and support issues 
Case Specialism Model Preparation Support Accountability Outcome 
score 
1 DN SS x x x 3 
2 CLDN K\W/ 
SS 
+ 31/2 
3 CLDN SS + 4 
4 DN KW + x x 3 
5 CPN CPA V x x 4 
6 CPN CPA/ 
SS x x 
x 41/2 
7 CPN SS x x 3 
8a CPN KW/ 
SS x x 
51/2 
8b CPN KW/ 
SS x 
+ 61/2 
8c CPN KW x x 5 
9 DN KW v v 11/2 
10 CPN SS x x 5 
11 CLDN SS + x x 4 
Additional key: -= incomplete data 
Overall, nine cases felt that there was good support for the case 
manager role, in contrast to the literature, with two (both "poor 
outcome" cases) feeling it was poor, one with a mixed response, and 
one case producing no data on this issue (proposition 3B). Generally, 
therefore, it may be said that professional support was seen as an 
important part of community nurse case management, especially to 
the "good outcome" group, so this, indeed, may have compensated for 
the poor preparation, as suggested. A further point to note with this 
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proposition is that case 7, which appeared to fulfil the conditions for 
good case management in the last grouping, here reported poor 
support, thus not continuing to match the expected pattern if this were 
indeed a "model" case, in terms of independent variables. 
Finally in this group, the issue of accountability (proposition 3C) 
produced a similar response which contrasted with the literature, since 
nine cases experienced no ma or problems with the concept in 
practice. The two cases which experienced problems included the 
lowest scoring outcome case 9, while the one with a mixed response 
was the "model" case 8b. Again one case produced inadequate data 
regarding the proposition. On the face of it, this pattern of responses 
is surprising, since the "best" and "worst" outcome cases appear to 
share, at least in part, some divergence from the general trend. 
However, an examination of the comments which underpinned the 
classification illustrates the difficulties of analysis, and the often 
misleading ways such classification may be constructed. Thus case 8b 
was classified as a mixed response to the literature, since, while the 
community nurse saw no conflict in his accountability, the manager 
saw a need to work through the issue, in the same way as case 3 
responses (classified as agreeing with the literature) saw it as a 
complex issue. Both of these could be described as a positive 
awareness of the issues in the same way as did case 1 I's attitude to 
potential conflict (no problem so long as personalities gelled). On the 
other hand, classification of case 9 was of a different order, with no 
positive note to the description of the problematical nature of diffused 
accountability. 
Fig. 3.3 provides a visual representation of the variation in response to 
preparation, support and accountability issues, which largely conforms 
to the expected pattern; all the "high outcome scoring" cases appear 
clustered together in the upper right cell, while all "low scorers" 
appear elsewhere (though in no definite pattern). It should be noted 
that case 7, a low scorer which appeared to "match" the characteristics 
for organizational features of the high scorers, does not share here 
those for preparation and support. On the other hand, case 5, (medium 
scorer) which here shares the pattern of the high scorers for 
preparation and support, fell outside the expected match for good 
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Fig. 3.3 Variation in adequacy of preparation, support and 








Key: Case numbers 




-i] Mixed response to issue 
(missing data on case 2) 
organizational features. The cumulative expected pattern thus far for 
effective community nurse case management stipulates the most 
important need to be for nurses to be either "adaptors" or "mediators", 
for cases to demonstrate good horizontal integration and practitioner 
involvement, and for good support mechanisms to be in place, with a 
clear and positive approach to accountability. 
3.6.5 Case management model 
This group of propositions focused in greater detail on the model of 
case management adopted in the case study projects, together with 
related issues concerning official recognition of the case manager role 
and the approach to advocacy. Cross-case responses are given in table 
3.22. 
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Table 3.22 Comparison of case specialisms, models and outcomes 
with response to case management model issues. 








DN SS x 3 
2 CLDN KW/ 
SS x 
31/2 
3 CLDN SS + x 4 
4 DN KW x x x 3 
5 CPN CPA + %/ + x 4 
6 CPN CPA/ 
SS 
+ + x 41/2 
7 CPN SS x 3 
8a CPN KW/ 
SS x v 
51/2 
8b CPN M/ 
SS 
V v x x 61/2 
8c CPN KW x x 5 
9 DN KW x x 11/2 
10 CPN SS + x x 5 
11 CLDN SS x x 4 
In response to proposition 4Ai, six cases unequivocally claimed to 
have purchasing responsibilities and four gave mixed responses in the 
form of the different interpretations of case management held by 
community nurses and their managers; in cases 2 and 3 the manager 
emphasized the purchasing element and the practitioners the clinical 
element, while in case 5 there appeared to be confusion between the 
terms "case manager" and "care coordinator", the manager describing 
only the latter in terms of a care delivery function. Surprisingly, 
perhaps, in case 6 it was the community nurse, rather than the 
manager, who described case management as being financially driven. 
The three cases not involved in purchasing were all "low outcome" 
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scorers. Case 8c was actually defined in terms of a brokerage, as 
opposed to a purchaser, function, which is unusual in the UK, though 
the involvement in the provider side casts doubt on the existence of a 
pure brokerage function. 
Agreement with proposition 4Aii indicated a certain degree of 
budgetary devolution, as occurred in the majority of the literature 
describing successful case management. However, because of the 
wording, disagreement could designate either full devolution (to case 
manager level), or agreement with this on the one hand, or lack of any 
devolution on the other. Thus it is not surprising to find support for 
the proposition among both those claiming a purchaser model (cases 
197ý8b, 10,1 1) and those with no purchasing responsibility (cases 8c, 
9), as well as those with a mixed response (cases 3,5). Reasons for 
support were, as might be expected in the light of this, quite different. 
For example, in a number of these cases the budget was devolved to 
team manager/leader level (1,3,8c, 9,10,1 1). However, while in some 
cases this meant that the community nurse had access (cases 1,10), in 
at least one case (9), practitioners were not involved. Further, while in 
some cases respondents considered this level appropriate (8c, 11), in 
others this led to problems (3). Again, in some the team leader was 
from a social services base (1) and in others from a nursing base (9). 
In other cases classified as supporting the proposition, respondents 
appeared to have been talking about their attitude to full devolution 
(for example case 5), rather than referring to actual practice, while 
among those giving a mixed response, either the manager (case 6) or 
community nurse (case 8a) did not support full devolution and other 
case respondents did; this, again, meant "attitude" responses were 
classified on a par with actual practices. Finally, of the three cases 
reporting no devolution, only one (case 4) was classified as not 
supporting the proposition, since this situation was felt to be 
appropriate practice (case 7 respondents reported a pro-devolution 
attitude in a non-devolution structure, while case 8a reported a mixed 
response to the same). In relation to outcomes, there was a tendency 
for high scorers to partial budgetary devolution, with practitioners 
having access to the budget (that is, support for the proposition). The 
exception was case 8a, though even here some devolution was 
anticipated. Of the "low-scorers", case 9 also showed support for the 
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proposition on the face of it, but nurses were not involved in financial 
matters. Cases 4 and 7 reported no devolution, leaving only case 1 
following the pattern of the high scorers here. 
Responses to proposition 4Aiii were similarly difficult to analyze, as 
this, too was about both actual practice (that is, provider work) and 
attitudes (that is, whether it was thought to be appropriate). Eight 
cases were classified as expressing support for the proposition, 
however these, as with the non-supporting and mixed responses, were 
found among both high and low scoring cases, so, once again, 
possible reasons for this must be sought, both in the explanations 
provided and in the overall pattern of responses within a case of which 
the propositional response formed a part. To the community nurse in 
the "model" case 8b care provision was integral to the specialist work 
undertaken (relapse prevention in those with enduring mental health 
problems), which had been an important feature noted in the 
expression of suitability for the case management role and as a 
counter to the potential problem of role erosion (propositions 1B and 
I. Q. It also seemed to underpin the need to go against the centralist 
tendencies of government guidelines in terms of local planning and 
interagency collaboration (propositions 2Ai, 2Q. 
In contrast, in case 8a, the second highest outcome scorer, there was 
little provider work and case management was conceptualized in 
managerial/ purchasing terms. However, this was also the case where 
the CPN case manager felt distanced from nursing (proposition I A, 
1B9 IQ but, interestingly, was considering moving back to a 
therapeutic/community nurse role, with the manager taking over the 
case management. This element of local negotiation over role 
definition suggests, as with case 8b, that discretion at the project and 
personal level is likely to be as important as adhering rigidly to 
government guidelines in providing "good" outcomes. Other constant 
features with these two cases - and with the other two higher scoring 
cases previously cited (8c, 10) - were the involvement of nurses in the 
planning process (proposition 2Aii), good interagency/horizontal 
collaboration (proposition 2C) and adequate professional support 
(proposition 3B), leading to clear accountability within the chosen 
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role. These features would seem to be more critical than the choice of 
case management model within the purchaser/provider framework. 
Another feature which strongly distinguishes these "good outcome" 
cases from the low scoring ones is the degree of recognition for the 
nurse in the case manager role (proposition 4B). Cases 8a, 8b, 8c and 
10 all disagreed with the proposition and the literature that acceptance 
of community nurse case managers by other professionals was not 
forthcoming, in contrast to cases 1,4 and 7, where there was general 
support for the proposition (data for case 9 was missing, possibly due 
to it being a "non-issue" in a practice model which hardly differed 
from traditional district nursing). Because of the good correlation 
with outcome scoring, recognition is likely to be another feature 
which is a crucial determinant of successful community nurse case 
management, and it may, therefore, be useful to consider some of the 
(unsolicited) comments on why the issue was less problematical in 
certain cases. For example, in case 10 it was felt that problems were 
avoided due to the assertive approach of the manager, suggesting the 
importance of actively making the nursing presence felt, rather than 
adopting a passive approach to role development. In case 11 the 
power base in community care was originally in the hands of social 
services, however, purchasing responsibility had put nurses on an 
equal footing and earned them greater recognition. 
The final proposition in this group, relating to the case management 
model, concerns the role of advocacy, a prominent feature of the 
"brokerage" model of case management (Beardshaw and Towell, 
1990) but also an issue much debated in the nursing literature (section 
1.4). The number of cases agreeing that advocacy was problematical 
or inappropriate was small (3) and included a high and low scoring 
case, different models in terms of the purchaser/provider emphasis and 
all three specialisms. Therefore no consensus may be drawn from the 
proposition, particularly since the proposition wording, like that in 
proposition 4Aii, included some ambiguity. In particular, since no 
theory of advocacy was specified, it may be that respondents were 
replying with different concepts in mind. However, those cases 
expressing reservations about the advocacy role for case management 
all focused on the potential for conflict with a purchaser or provider 
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element, and this must be borne in mind in any consideration of this 
feature of practice. 
This proposition group, based on the case management model, is both 
large and wide ranging, however, the key differential features which 
marked out the better outcome cases from the others appear to be less 
about model per se, than about the two dimensions depicted in table 
3.23, that is, recognition/validation provided externally by other 
Table 3.23 Comparison of external recognition for, and internal 
motivation within, highest and lowest scoring outcome cases 
Case Evidence of external Evidence of internal 
No. recognition motivation 
X Lack of acceptance from Development of specialist Sws. skills within practice. 
Personalities important. 
4 X CNs, not formally Change predated 
recognized in CM role. community care. 
Personalities important 
7 X Problems of acceptance X Change outside CNs' 
by others. control. 
9 No data X Social services lead agency 
- nursing involvement 
relinquished. 
8a No problems. CN working out model with 
manager - interchange of 
roles. 
8b No problems. Developing specialist work. 
8c No problems. Model chosen with CN involvement. 
10 Problems overcome. Assertiveness of manager 
made nursing influence felt. 
Key. - x Feature not present 
Feature present 
Data missing 
partnership agencies for the community nurse-case manager role, and 
the internally motivated effort and discretion to make community 
nurse-case management relevant within a given local context. This 
(albeit simplified) classification demonstrates a pattern when 
represented in a visual comparison between the four highest and four 
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lowest outcomes scoring cases; the former (cases 8a, 8b, 8c, 10) may 
be seen to demonstrate both these dimensions, while the latter have 
one or both of these absent. These characteristics may, therefore, be 
added to the picture of successful and appropriate community nurse 
case management found in the case studies, leaving the picture to be 
completed only by the final propositional grouping. 
3.6.6 Practice issues 
The last group (5) of propositions concerned practice issues found to 
be recurrent themes in both the literature and, subsequently, in 
interviews, supplemented by unsolicited expressions of satisfaction or 
dissatisfaction. These features, as detailed above, constituted the 
practice-based outcome propositions already built into the analysis at 
a superficial level. However, like the practitioner-based outcomes 
(propositions I A, 1B, I Q, these have been subjected to more detailed 
analysis in the light of interviewees' qualitative comments, in order to 
give a more comprehensive explanatory picture. The immediate 
impression given from "eyeballing" (table 3.24) is a pattem of general 
agreement with the propositions and, in view of this lesser degree of 
variability, the propositions will be discussed in two groups - 
resources and workload issues on the one hand and coping strategies 
and satisfaction with work on the other. 
Of the 13 cases, II supported the literature and the proposition that 
resources were inadequate for effective case management, and 10 
(largely the same cases) that high workloads made practice difficult 
and adversely affected the quality of care. Two cases (8a, 8b) 
provided mixed responses, and only 8c disagreed that workloads were 
prohibitive. Specific resource issues mentioned included the lack of 
community services to purchase (cases 3,6), lack of time and/or staff 
(cases 8a, 8b, 10) and failure to continue funding after the project 
ended (case 7, the RDP research initiative). Workload issues included 
high or increasing caseloads, (cases 7,8a, 8b, 9,10), few discharges 
(cases 2,5) and the amount of paperwork (cases 5,7). The reason for 
the different pattern in case 8c appeared to lie in the fact that there 
were no large hospitals in the area to be affected by the community 
care policy of closures, which tended to swell caseloads in other 
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Table 3.24 Comparison of case specialisms, models and outcomes 
with response to practice conflict issues 




1 DN SS + 3 
2 CLDN KW/ 
SS v v x 
31/2 
3 CLDN SS 4 
4 DN KW v v 3 
5 CPN CPA V v 4 
6 CPN CPA/ 
SS v 
41/2 
7 CPN SS x 3 
8a CPN KW/ 
SS 
+ + 51/2 
8b CPN KW/ 
SS 
+ + v 61/2 
8c CPN KW X 5 
9 DN KW v V 11/2 
10 CPN SS 
%/ 5 
11 CLDN SS + 4 
project areas. Resources and workload issues also had a less 
obviously agreed link with quality of care in cases 8a and 8c. For 
example, in 8a, although there was agreement about lack of time and 
resources, this was not felt to be impinging on care, while in 8b, 
quality was an issue more directly attributable to the model of case 
management, at least according to the manager. Further, in 8a, despite 
a relatively high caseload, the community nurse noted that new 
referrals had tailed off, so stabilizing the situation, while in 8b, though 
(again) the community nurse talked about the high caseload, the 
manager emphasized the ability to provide a needs-led service, 
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though, admittedly, this was becoming more difficult to maintain in 
the face of pressure to meet contractual demands. Overall there was 
almost unanimous agreement that lack of resources and a heavy 
workload were negative practice issues. There was little to 
differentiate the better and worse outcome cases with the possible 
exception of the way these issues were directly linked to practice 
quality. It is interesting, too, to note that in the only case site not to 
find workload a problem, this was due to the local context, meaning it 
was less affected by one of the major community care policy issues. 
Proposition 5c, concerning strategies for coping within a context of 
under-resourcing and overwork, also attracted an overwhelmingly 
supportive response, though it should be noted that the proposition 
only emerged from unsolicited comments, and was not, therefore, an 
explicit issue at interview. There was also a variety of strategies in 
evidence, although frequently cited ones included targeting, 
prioritizing or use of referral criteria (cases 2,5,6,7,8a, 8c, 10,11), 
documenting unmet needs for future resource planning (cases 3,4,5, 
6,7,10) and involving users and carers (cases 7,8b, 8c, 10,11). 
Other strategies included differentiating "needs" and "wants" (case 1), 
implementing grade/skill mix (cases 5,6), specializing (cases 6,8b) 
and imaginative accessing of resources and service providers (cases 
8a, 8c). Case 9, the exception to the pattern with proposition 5c, and 
the lowest outcome scoring case, explicitly mentioned the lack of 
prioritization, the reluctance to turn down any referrals and the 
"handing over" to social services departments when it was felt that 
needs could not be met. This is thus an example of theoretical 
replication. 
Although there was little variation in terms of coping mechanisms, the 
issue of job satisfaction did appear to discriminate between cases and, 
therefore, taken with other such features, is likely to be of some 
importance to good community nurse case management. However, 
because (like the previous proposition) information was volunteered 
during the course of an interview, rather than being given in response 
to questioning, findings must be treated with a certain degree of 
caution, though, interestingly, a relatively large number (cases 3,5,6, 
7,8a, 8b, 9) referred to the actual term "job/work satisfaction" or 
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"dissatisfaction", while others used synonymous terms such as 
"rewarding" (casel). "belittled", "put down" and "confused" (case 2), 
"lost control" (case 4), "feel good about" (case 8c), "happy with that" 
(case 10), "unhappy about process" but "sold on it in terms of theory" 
(case 11). Using this classification, case managers in the four best 
outcome cases demonstrated job satisfaction, while only two of the 
four poor outcome cases did so. Although the district nurse in case 9 
(lowest scorer) appeared satisfied, there is reason, based on previous 
analysis, to suggest this referred more to the traditional district nursing 
role, than to the nurse in the case management role. Further, if seen in 
conjuncion with the analysis of "coping strategies", it may be seen that 
in this less successful group, response to either one or other of these 
last two issues demonstrated a less than wholly positive picture; even 
the apparent job satisfaction of the district nurse in case I and the 
expression of needs being met must be seen alongside the manager's 
negative opinion on this. This was the same manager who took a very 
individualistic approach to case management, referring more than 
once to the importance of personalities and "getting the right person 
for the job" (propositions IA and 2Q. The point made is not without 
merit or support (for example, the discussions on the theories of 
Lipsky [1980] and Tmobranski [1995] in section 1.3 and data from 
other cases: 4,8a, 11) and the fact that this case did appear to have the 
"right person" as case manager only serves to highlight the negative 
influence of other contextual variables - lack of integration at the local 
level, lack of recognition by, and collaboration with, other 
professional agencies, lack of resources and high workload. 
Overall findings from the final group of propositions suggest that 
negative local contextual influences may be less important to 
community nurse case management than the local and personal 
responses to these. The "best" cases all demonstrated positive 
reactions to coping strategies andjob satisfaction, despite adverse 
conditions related to resources and workload, compared to a more 
mixed profile - often with reverse responses - in the lowest scoring 
cases. A simplified representation (fig. 3.4) once again highlights a 
clustering of better outcome cases within two of the nine cells within 
the grid. The shared features of cases 6 and 10 should not necessarily 
be considered surprising in the light of previous proposition analysis, 
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Fig. 3.4 Variation in response to resource and workload issues 
across cases 
Resource/workload pressure 
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which differentiated, to varying degrees, these two cases 
(organizational issues, preparation and support, case management 
model). The completion with this group of the cross-case analysis 
allows an overall impression to be gained of what constitutes effective 
and appropriate community nurses case management and what 
conditions appear to be a prerequisite for this. Before this is discussed 
finther, it may be useful to place the findings within the context of the 
longitudinal survival of the projects, as outlined in section 3.5. 
3.6.7 Longitudinal survival of case management projects 
Identification of the "durability" of case management as a model for 
community nursing constituted one of the original research objectives 
(section 2.2). It was therefore felt that a reanalysis of the cross-case 
longitudinal follow-up questionnaire results in the light of the overall 
findings thus far would be appropriate at this stage to further inform 
this objective and findings are summarized in table 3.25. 
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Table 3.25 Comparison of case specialisms, models and outcomes 
with response to follow-up questionnaire 









1 DN SS x NA ? 
2 CLDN KW/ 
SS v 
31/2 
3 CLDN SS 4 
4 DN KW x N/A 3 
5 CPN CPA T/-+ T P. 4 
6 CPN CPA/ 
SS 
T T 41/2 
7 CPN SS x N/A T 3 
8a CPN KW/ 
SS 
T 51/2 
8b CPN KWI 
SS v T T 
61/2 
8c CPN T T 5 
9 DN KW %//X 
11/2 
10 CPN SS 5 
11 CLDN SS 4 
Key: %/ = still in post 
x= no longer in post 
T= increase 
= no change 
decrease 
?= unsure 
N/A = not applicable 
The response to whether community nurse case managers were still in 
post constituted part of the outcome score, so it was no surprise to find 
positive answers in the higher scoring cases (8a, 8b, 8c, 10) and not 
in 
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three of the four lower scoring ones (1,4,7), with case 9 giving a 
mixed response indicating lack of agreement that district nurses had 
ever worked as case managers. However, since responses further 
indicated that the remaining intermediate scoring cases also continued 
to employ community nurse case managers, a comparative analysis of 
change profiles over all cases (not used as part of the outcome score) 
was considered useful to further explain patterns of degree of success 
and also to reduce the possibility of a charge of tautological reasoning. 
Looking at responses to the question of relative change over the last 
four to five years, three of the four highest scoring cases showed an 
increase in the numbers of community nurse case managers, however 
in the fourth (case 10) respondents depicted a mixed "increase/no 
change" profile, a pattern shared by three of the intermediate scorers, 
with a further two suggesting an increase. Therefore, there was little 
to differentiate the "model" cases here. In terms of future change, 
there was at least some expression of anticipated expansion in all the 
highest scorers, but this, too was shared by both intermediate cases (5, 
6,11) and lowest cases (7 and 9). Only one case (3) anticipated a 
decline in community nurse case management practice. Examination 
of supporting voluntary comments (section 3.5) showed that five of 
the nine cases (7,8a, 8b, 8c, 11) within this category mentioned local 
initiatives which appeared to facilitate this and were, therefore, 
considered to be of some importance. This, as previously noted, was 
particularly so with mental health projects, even taking into 
consideration their relatively larger representation within the research 
sample. The three district nurse cases, it will be recalled, tended to 
look to national policy changes (principally the emergence of primary 
care groups) for facilitating role development. 
3.6.8 Summary 
Cross-case analysis, using Yin's (1994) concept of rival explanations 
as patterns, addressed objectives ii), iii) and iv) of the research, 
seeking to link particular independent variables with effective 
outcomes in community nurse case management, based on the 
practitioner or practice based propositions identified earlier. It also 
sought to integrate both qualitative data, gleaned from respondents' 
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comments, and longitudinal data, in order to help "explain" these 
links. 
The four cases with the highest outcome scores were CPN ledý 
while the lowest scoring cases were DN led. There was a mix of 
keyworker and SSD-type models of case management, with no 
examples of pure brokerage. 
a Case respondents supporting compatibility between case 
management and their own specialism tended to adopt a SSD-type 
model, and be willing to adapt and extend their practice, sometimes to 
the extent of distancing themselves from their nursing identity. High 
outcome scores were distributed across both this "adapting" group and 
the less extreme "mediator" group, as opposed to the less flexible 
"traditionalists". 
0 Although there was little evidence across cases of community 
nurse involvement in organizational planning (vertical integration), 
high scoring cases (especially CPN based) demonstrated more 
effective "horizontal" (cross-agency) integration than others. A 
degree of individual and "street level" control appeared to compensate 
for the negative effects of stress, which was a universal feature. 
0 Specific preparation for the case management role was varied 
and appeared less important than good professional support, though 
individually-tailored continuing professional and educational 
development was valued. An awareness of complex accountability 
issues was also a feature of high scoring cases. 
0 "Best" cases tended to emphasize purchasing responsibilities, 
with at least some degree of budgetary devolution and practitioner 
access to budgets. However, provider work was also seen as 
important where a nursing specialism had been developed, though 
there were mixed feelings regarding the importance of advocacy. 
Particularly valued features were flexibility at the local and individual 
level in role development and recognition by other professional 
groupings. 
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0 There was agreement across cases that resources were 
inadequate for effective community nurse case management and high 
workloads affected quality of care. However, a number of 
compensatory mechanisms, such as targeting/prioritizing and 
documenting unmet need, were in evidence and, in higher scoring 
cases, job satisfaction was a notable feature, suggesting there was an 
ability for individuals to overcome negative contextual influences to a 
certain extent. 
0A relatively large number of cases tended to show a profile of 
long-term and anticipated continuation of the community nurse case 
management role, however "best" cases appeared to be differentiated 
in that the impetus for this was derived from local, rather than 
national, policy issues. 
Cross-case analysis allows for the construction of an "ideal-type" of 
community nurse case management (fig. 3-5) through replication 
logic, which depends upon the fulfilment of all of the conditions 
described; partial fulfilment was found to produce an incomplete 
picture. This model was based on, and tested out successfully, the 
four levels of evidence depicted in the research method (fig. 2.4), 
itself based on the framework of the literature review (fig. 1.1), thus 
linking all stages of the research conceptually. 
3.7 Overall discussion, conclusions and implications 
3.7.1 Discussion of research topic and findings 
Case management has proved to be both interesting and challenging to 
explore as a research topic. The interest derived from its "novelty" 
status at the time of study, achieving, as it did, a high profile in health 
and social care following the NHS and Community Care Act, 1990. 
The challenge arose from its relative lack of clarity as a concept in 
operational terms, especially within community nursing, and also 
because it was set very much within a fast-changing social and health 
policy context. Yet it is felt to have been an interest worth pursuing 
and a challenge worth taking up, not only to address, within a nursing 
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also to explore, through a particular research method, whether 
concepts set within a fast-changing contextual agenda are actually 
"researchable". In both respects there was scope for advancing 
practice and research-related knowledge. 
The summary findings presented at 3.3.8 and 3.6.8 suggest that, to a 
certain extent at least, the main objectives set out at 2.2 have been 
addressed, indicating the matter to be, indeed, researchable. The 
intention here is to take a step back and consider, in the light of these 
findings, the broader research aim, which focused on both "current" 
and "potential" scenarios and on explaining the link between the 
concept of case management and the discipline of community nursing. 
At its most simplistic level, the descriptive data demonstrate that case 
management has a capacity to endure, at least in community mental 
health and learning disability nursing, despite its apparent fall from 
the social and health care policy agenda. It has also been possible to 
define, through pattern-matching within and across cases, the 
conditions likely to produce optimum community nursing case 
management practice. The issues, if not the actual title "case 
manager", have been embraced into nursing roles as they are played 
out within changing contexts, and initiatives cited in the follow-up 
data (section 3.5) of the restoration of community nurse case 
management within integrated structures, are examples of responses to 
a recent political climate more conducive to interagency cooperation. 
However, a deeper reading of the data suggests that it is not only the 
politico-social context which is subject to change, but that 
(community) nursing itself possesses an innate ability to transform 
and recreate itself at a local and individual level, in order to function 
effectively within prevailing policies, yet without compromising its 
own essential core values. A synthesizing analysis of how the "best" 
cases and individuals identified in the research related to the other 
three levels of contextual variables outlined in fig. 3.5 (national 
policy, professional theory and local organization) will, it is hoped, 
shed some light on the dynamics of this mechanism and thus allow for 
a degree of generalization that may inform future community nursing 
case management. 
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Firstly, it must be said that case management as a concept in the UK 
has been seen very much as a social policy issue. Despite its origins 
in North America (Beardshaw and Towell, 1990) and the claims of 
some of the research cases to have initiated the practice 
independently, the main impetus behind its popularity in the UK was 
undoubtedly the community care legislation of the late 1980s and 
early 1990s (DoH, 1989a and sequelae), which, it has been noted, 
supported the potential for community nurses as case managers. It 
will be observed that this is not an unusual feature of current nursing 
practice; indeed, the study of the nursing literature (section 1.4) has 
already suggested that at least some nursing developments of the 
1990s were also politically motivated (Wright, 1994), while some of 
the more recent nursing role developments (for example nurse 
prescribing, nurse consultants, involvement in PCGs, Personal 
Medical Services (PMS) Pilots, NHS Direct and Walk-In Centres) 
have occurred in tandem with, if not been dependent upon, new 
legislation. 
However, it would be obviously over-simplistic to conclude from this 
alone that case management as a policy ideal is an appropriate model 
for community nurses, even where empirical evidence has shown it to 
be a feature of practice. Policy statements, as previously noted, are 
necessarily vague, giving rise to interpretations which may not 
coincide with policy-makers' actual intentions (Tmobranski, 1995) 
and it is the nature of policy outworking in practice which is the focus 
of the research enquiry. This may be traced by comparing the 
literature (section 3.5, table 3.12) with the cross-case analysis and 
noting its interpretation in the "best" cases. 
Policy statements were largely concerned with the model of case 
management envisaged. It has already been suggested above that, 
because community care was seen as having a social services' 
orientation, case management itself was interpreted as an obvious role 
for social workers (DoH, 1989a), with a micro-level focus typical of 
the social services organizational culture (Challis 1994a). Further, 
policy documents appeared to recommend the separation of 
purchasing/ assessment and provision (DoH/SSI, 1991a, b) and 
budgetary devolution (DoH 1989a, 1990, DoH/SSI 1991a, 1991b, 
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SSI/RHA 1993b, NHSE/SSI 1994). However, it has also been noted 
that such statements reiterated a desire not to be prescriptive and were 
couched in ambivalent wording (DoH, 1989) which facilitated this. 
Thus the "best practice" found in the research tended to display these 
characteristics only to a degree; models of case management 
contained elements of the keyworker, as well as the social services 
dimension, they possessed some, but generally not complete, 
purchasing power, and this was usually based on partial budgetary 
devolution (fig 3.5). The research supports the argument that such 
"implementation deficit" (Tmobranski 1995) is due to the need for 
policy pronouncements to be congruent with the three other types of 
contextual variables outlined in the model. 
In terms of professional theory, the second of these variables, the main 
debating ground when considering community nurse case 
management concerned the policy preference for case management to 
be a purchaser function, with separate provision and advocacy 
elements. "Best" case respondents tended to support both sides of the 
debate illustrated in the professional literature that, on the one hand, 
the historical provider role of nursing cannot be easily relinquished 
with the acquisition of new roles and responsibilities (Hunter 1988, 
Bergen et al, 1996) but that, on the other hand, the introduction of a 
more dilute skill mix (NHSME, 1992) and increasing opportunities for 
commissioning (Barton 1995) mean the very basis of nursing practice 
must be changed. In practice, the best community nurse case 
managers coped with this in one of two ways, either by adopting a 
concept of case management commensurate with nursing values 
("mediators") or by moving to the boundaries of the nursing role and 
identifying more with a given specialism or with case management 
than their profession of origin ("adaptors" - fig. 3.1). 
A further issue to impact strongly on both case management and 
professional nursing theory was that of quality assurance, in particular 
the balancing of need with available resources. Policy commitments 
both to a needs-led service and to prioritization of those with greatest 
needs (DoH, 1989a) led to predictions of the inevitability of 
"implementation deficit" in the form of rationing through eligibility 
criteria (Smith 1993, Johnson 1993). The importance of quality as an 
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ideal also within the nursing literature (NHSE, 1993) meant 
professionalism might thus be potentially compromised in the 
assumption of the case management role. However, case managers in 
the research countered this through a number of coping mechanisms, 
such as targeting, limiting their vision to a particular specialism, or 
looking outside traditional provider agencies, which, in the "best" 
cases, appeared to lessen the needs-response gulf. Less amenable to 
resolution was the tension between competing individual and 
population perspectives of case management, both as policy and 
within the nursing ideal. In neither case was guidance in evidence 
(Lewis and Glennerster 1996, North 1997, RCN 1995, Luker 1997), 
and the setting of nursing within the macro-orientated purchasing of 
health care framework sat uneasily alongside the micro-purchasing 
social services policy orientation. Community nurse case 
management within the research cases coped with this largely through 
the strategy of documenting any unmet individual needs, in the 
expectation that the information would feed into future resource 
planning. Moreover, the more recent legislation (DoH 1997, DoH 
2000) itself appeared to be moving towards a position which would 
facilitate the link between the two (health and social services) 
viewpoints as they worked together. 
A third major issue of importance to both nursing and policy makers 
was that of professional education and support. However, while 
nursing as a profession has, arguably, always concerned itself with the 
adequacy of preparation of its practitioners (Kemp and Robertson 
1994, Millard 1995, Hatfield and Mohamad 1996), training for case 
management, though supported in policy, was not mandatory (DoH, 
1993a, DoH/SSI 1991 a and b) and this led to concern, even in the 
official literature, for its adequacy (SSI/RHA 1993a). The same 
appeared to be true for clinical supervision at a time when it was 
assuming a greater profile in nursing (NHSE, 1993). These issues 
were of added importance in view of the increased accountability 
accruing to community and other nurses assuming new, more 
autonomous roles (such as case management), despite the apparent 
dearth of policy literature appearing on the issue. The research found 
that, while availability of professional education was variable, 
professional support was largely in place across all the cases, and 
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partly compensated for the situation in cases where there was a lack of 
professional education freely available. 
The third contextual dimension likely to be of importance in 
discriminating successful community nurse case management was the 
local organizational structure (fig. 3.5). Once again, it may be 
observed that local initiatives have always been influential in defining 
practice more widely - witness, for example the "flagship" 
Community Nursing Development Units (NDUs) such as Strelley 
(Twinn, 1996), or the more recent publicity surrounding the decision 
of Rochdale NHS Trust to apply for "magnet" status (Aiken et al, 
2000). It cannot, of course, be denied that both of these enterprises 
were themselves strongly influenced and facilitated by the wider 
infrastructure (government funding in the first instance, the North 
American accreditation system in the second), but, without such local 
efforts it is questionable whether such innovatory ideas would ever 
become part of accepted practice. Just so, in the example of case 
management it is interesting to note that particular geographical 
localities (such as Kent, Gateshead and Darlington) recur in the 
literature and have become associated with particular models of case 
management. 
Official policy, in terms of the White Paper on community care (DoH,, 
1989a), has been noted for the variation it allowed, at the local level, 
for implementation in such areas as defining health and social care 
responsibilities, the degree of separation between purchasing/ 
assessment and provision, budgetary devolution, prioritizing client 
groups, case manager preparation and supervision and, fundamentally, 
the profession(s) from which case managers should be drawn. Despite 
charges that this approach led to organizationally unclear roles 
(Challis, 1994b) and calls both in the nursing and case management 
literature for logically coherent structures to be in place (Bond 1993, 
Rodgers and Fry 1994, Morrish 1995, Challis 1994a), this very lack of 
prescriptiveness allowed for the diversity at local level which 
characterized the research case study sites. In the "best" cases, 
community nurses were involved in implementing case management 
at the local level and there was evidence of good local interagency 
collaboration over roles and responsibilities, which led to recognition 
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of their role within the locality. Moreover, a margin for variation in 
policy interpretation allowed community nurses to work within a 
nursing framework, negotiating their roles regarding the issues 
discussed above and consistent with their own vision for practice. 
This personal vision was very much part of the fourth and final 
contextual dimension informing effective community nurse case 
management - indeed, the very research method itself was based on 
individuals' perceptions of their practice as obtained through personal 
interviews. As with the previous dimensions, precedents can be found 
for the impact of this variable on nursing practice from the universally 
acknowledged influence of Florence Nightingale, to more recent nurse 
leaders such as Lance Gardner and Catherine Baraniak, heading up the 
first nurse-led PMS Pilots (Baraniak 2000, Bayliss 2000). These are, 
of course, the trailblazers in nursing, but it is likely that such 
individual influence is not uncommon across nursing, as suggested by 
the classic research on the influence of ward sisters in the early 1980s 
(Fretwell 1980, Orton 198 1, Penibrey 1980) and more recent publicity 
surrounding candidates for the Millennium Nurse Award (Nursing 
Standard, 1999). 
Some commentators have argued that the framing of social policy 
allows for individual, as well as more corporate local, responses and 
interpretations (Caldock 1994, Lightfoot 1995, Roberts and Priest 
1997). In the case management literature the importance of the 
individual has been highlighted especially with respect to 
implementation, interagency working and professional education, and 
this is consistent with nursing and political theory, and also the 
evidence found in this research. For example, Lipsky's (1980) 
concept of "street level bureaucracy", outlined in previous sections, is 
echoed in Nolan and Chung's (1996) assertion that nursing theory is 
often defined by practitioners, while Beardshaw and Towell (1991) 
made a case for the involvement of individual staff in the 
implementation of case management. "Best" cases in the research 
similarly demonstrated feelings of involvement by practitioners in a 
"bottom-up" approach to implementation. 
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There was a similar consistency through all the "levels" of literature in 
the support for interagency collaboration but, at the same time, an 
acknowledgement that this may be problematical to put into practice 
at the individual level in policy implementation (NHSE/SSI, 1994), 
nursing (Higgins 1995, Sibley 1997) and case management projects 
(Dant, 1989). "Best" cases in the research appeared to have overcome 
these problems and demonstrated good interagency working, 
especially at "street" or practitioner level and within the mental health 
discipline. Of interest was the repeated comment that individual 
personalities were important in this. 
Personalities probably played a similar part in the uptake of 
educational preparation for the case management role, since "best" 
case practitioners tended to have been studying at bachelors' or 
masters' levels and at their own volition. This need for professional 
development, together with a voiced concern for the adequacy of 
employer-led courses, is a theme across policy (DoH 1993a, SSI/RHA 
1993a), nursing literature (Kemp and Richardson 1994, Millard 1995, 
Hatfield and Mohamad 1996) and case management literature (Challis 
and Davies 1986, Meethan and Thompson 1993, Wilson 1993). 
The conclusions to be drawn from this analysis vis a vis the research 
aim may be expressed through a review (fig. 3.6) of the conceptual 
model put forward in the discussion on data analysis in section 2.6. 
Individual practices and views 
Unique and changeable. 
Local structures 
Not universal but formal within limited setting. 
Neaotiable with others in locality. 
Professional theory 
Universal but implicitly accepted tenets/standards rather than formally 
iMDosed. Slow to change but not subject to bureaucracy. _ 
National policy 
Universal and formal. Not easily changed. 
Fig 3.6 Model of four levels of influence governing community 
nurse case mangement. 
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This set out the four levels of influence governing community nurse 
case management practice, together with their associated perceived 
degrees of universality and formality. It has been shown that the best 
examples of community nurse case management demonstrated 
fulfilment of a number of conditions related to each of the 
propositions which guided the analysis and which covered these four 
levels. It was found that each of these on its own provided a 
necessary, but not sufficient, precondition of effective community 
nurse case management over time. It may also be seen that these 
levels themselves are interrelated. Herein, it is suggested, lies the 
particular contribution of this piece of research, that is, not so much in 
the individual pieces of information regarding the operationalization 
of community nurse case management, much of which is supported in 
the literature elsewhere, but in the way this information has been 
linked into an integrated framework comprising four major 
detenninants. 
Firstly, legislative policy was foundational to the concept of case 
management in the UK. It was largely perceived as remote and 
unchangeable, since its facilitatory nature, arising from a lack of 
prescriptiveness in its operational guidelines, was not necessarily 
grasped by community nurses (except, perhaps, in the case of the 
mental health specialism, where separate legislation, in particular the 
CPA, governed related concepts). However, the anticipation, at 
follow-up, that community nurse case management may be 
reintroduced, or enhanced, in the future, was largely due to an 
awareness, in some cases, of the potential of the post-1997 reforms - 
notably in the area of improved interagency collaboration - to work to 
nursing's benefit. 
Secondly, it was also apparent that social and health policy promoting 
case management needed to be congruent with professional ideals and 
structures before it could be embraced within the nursing culture. 
Where this was not perceived to be apparent, some community nurses 
moved to one of two polar positions, either aligning themselves with a 
social services-orientated case management, which left little room for 
nursing, or with professionally orientated practice, which bore little 
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resemblance to case management. These approaches tended to 
reinforce the view of national policy as immutable, and to emphasize 
as equally immutable the inability of nursing to exert its influence in 
the policy arena, where it has been noted that the market culture, 
efficiency and productivity took precedence over professional codes 
(Hatfield and Mohamad 1996, Bovell et al 1997). But, while it may 
be true, as Davies (2000) has said, that "nursing never makes policy in 
circumstances of its own choosing" (p. 24), it has also been suggested 
(Tmobranski, 1995) that there is room to interpret and implement 
policy "imaginatively" and, at the same time, to capitalize on the 
ability of nursing, noted in the literature review, to adapt to changing 
contexts. Indeed, the "middle range" scenario depicted at section 
1.4.6 can be seen to have been played out successfully by the 
"mediator" community nurse case managers in the research (table 
3.20). Kesby (2000) has argued that the reason this does not occur 
more generally is that the profession has failed to take a lead in 
creating a cohesive national nursing policy which may be used as a 
fi-amework to devise local strategies. This argument would seem to 
possess at least a degree of credibility, since these strategies may help 
to formalize nursing theory, freeing it from its implicit immutability, 
which may hinder progress. 
Thirdly, both national policy and professional ideals needed to be 
perceived as congruent with the local organizational strategies in order 
to facilitate effective case management. With the conducive potential 
of both policy and professional levels realized, local practices and 
policy changes should be more in evidence, such that the "best" 
research case scenarios of, for example, good local interagency 
working (section 3.6.3) may occur because, rather than in spite of, 
central policy and traditional theory. There is reason to suppose, from 
the follow-up data, that nurses may, indeed, be grasping this potential, 
as evidenced in the spontaneous comments regarding the involvement 
of community nurses in PCGs and the opportunities which this may 
provide. Kesby (2000) has suggested that this restructuring at locality 
level may strengthen the position of district nursing, in particular, in 
determining its own destiny. 
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Finally, these three levels of influence need to be acceptable to the 
individual practitioner-case manager in order to optimize practice. 
The importance of the "personal" in the construction of nursing 
theory has already been noted in the literature (section 1.4.2) and the 
role of individuals and personalities has emerged from the research 
data (sections 3.6.3,3.6.4,3.6.6). "Best" case managers were 
observed to have put personal effort into forging interagency 
relations at the practitioner level, harnessed education to improve 
their practice and grasped opportunities presented by central policy 
and professional experience to work in a way which led to job 
satisfaction. "Street level bureacracy" (Lipsky, 1980) appeared to be 
an integral part of this equation. 
In conclusion, therefore, the relevance and value of case management 
to community nursing may be said, in this analysis, to have depended 
on the fulfilment of certain identifiable criteria concerned with 
professional issues, organizational issues, preparation and support, 
case management model, practice issues and community nursing 
specialism (section 3.6). These, in turn, appeared to be governed by 
the interrelated impact of four levels of contextual variables, which 
may be constructed into a conceptual model. However, perceptions 
tended to be based on assumptions which over-emphasized the 
unalterable nature of these variables, particularly at the more remote 
(policy) end of the spectrum, often to the detriment of practice. It is 
suggested that plans to introduce, or develop, community nurse case 
management or, indeed, new practice roles more generally, should, 
therefore, take into account these underlying influences, and a set of 
recommendations for practice may be specified, based on the 
research findings 
3.7.2 Implications for nursing practice 
This research has suggested (section 3.7.1) that, in the best examples 
of community nurse case management, practitioners were able to 
embrace change at a local and individual level, without 
compromising core nursing values, and that this is a characteristic of 
the ability of nursing, more generally, to transform itself in order to 
function effectively within prevailing social and health policies. 
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Clearly, this ability needs to be promoted if nurses are to assume, not 
only the role of case manager, but, by implication, other roles 
similarly linked to policy issues. The means to achieving this are 
worthy of analysis using the framework of contextual variables which 
forms the core of this research, that is, focusing on the policy, theory, 
local organizational and individual dimensions. 
The ability of nursing to function at the national policy level has been 
questioned by commentators such as Kitson (1997a) and Kesby 
(2000) who have argued that the absence of a nationally coordinated 
structure to ensure nursing is included in the health care policy agenda 
is restricting the profession generally. The lack of any apparent 
nursing input into the community care White Paper (DoH, 1989a) 
which heralded case management as a policy ideal may, at least partly, 
account for the distancing from policy felt by many of the respondents 
interviewed in this research. Moreover, there is some evidence that 
the situation persists in relation to more recent issues where the 
nursing input is seen to be marginalized, for example funding for long 
term care (Ford, 2001) and for various treatments, such as multiple 
sclerosis (Nursing Standard, 2001). 
The question of how to improve the nursing representation at this 
level is, however, complex; Kitson (1997a) herself has acknowledged 
that what is required is a fundamental shift in prevailing attitudes and 
that the necessary support of the wider community to achieve this 
may not be forthcoming. This, in turn, may necessitate a refocusing 
of influence on the locality and its structure, which may provide 
more realistic operating parameters (see below). Others, on the 
other hand, have argued that, just as policy changes are 
fundamentally linked to nursing practices (Kesby, 2000), so nursing 
should be involved in defining its role where its areas of expertise 
are at stake. One such area is that of quality; Traynor (1999) has 
argued, for example, that the NHS reforms served to change nursing 
discourses (frameworks for debating the social world), by promoting 
an emphasis on "effectiveness" and "outcomes", an area in which 
Klein (1998) has suggested that the nursing voice should be heard in 
defining how "performance" is measured through negotiating and 
bargaining at the frontiers of the NHS. But, fundamental, perhaps, 
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to the ability to articulate nursing at policy level, is sound research 
(McMahon et al, 2000), which underpins a theoretical framework 
from which to achieve the necessary power base envisaged in the 
Foucauldian interrelationship between knowledge and power (Du 
Plat-Jones 1999, Traynor 1999). This underlines the importance of 
professional theory to a discipline and is the second of the contextual 
variables to be addressed. 
The extreme variability of practice models for community nurse case 
management within this research appears to be consistent with other 
recent findings related to community nursing theory which, in turn, 
call for change at this level in order to promote effective practice 
and new roles. This variability appears to apply across community 
nursing specialisms; studies of district nursing work (Smith et al 
1993, Goodman 2001, Worth 2001) have commented on its complex, 
discretionary, individualistic, unstable, pressurized nature, which 
makes it poorly understood and lacking in authority, while reviews 
of the work of CPNs (Godin 1996, Ryan et al 1998) have made 
similar points about unstandardized, undefined and competing 
elements within a discipline lacking in overall practice theory, 
leading to its marginalization within the wider health care 
community. 
There was, further, a dichotomy of practice "types" found in this 
research ("mediators" vs. "adaptors"), which is commensurate with 
much of the professional literature reviewed (table 3.13), as well as 
more recent work (Ryan et al 1998, Worth 2001), which exhibit 
opposing arguments around issues such as the purchaser vs. provider 
debate, maintaining ideals vs. workload constraints, health vs. social 
care and the individual vs. population focus of practice. Traynor 
(1999), in describing a similar dualism noted in textual analysis of 
interviews with community nurses, has argued that professional 
groups actually depend on such dualistic language to promote their 
own, as opposed to the "other", position (for example in the way 
practitioners emphasize their allegiance to "care" in the face of 
tightening financial control and bureaucracy), which is unhelpful. 
Although, claimed Traynor, it is impossible to do away with these 
powerful systems of thought altogether, it is possible to destabilize 
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them, though just how this destabilization should be brought about is 
not made clear. However, Worth's (2001) study of district nursing 
work found that those working in a case management capacity 
exhibited a more readily adaptable value sysem, which lessened the 
dichotomy between nursing and social care roles. 
Of course, no discussion of community nursing theory can take place 
without some acknowledgement of the context-dependent nature of its 
practice (Godin 1996, Goodman 2000,2001, Ryan et al 1998, Worth 
2001), that context being characterized by frequently changing 
policies, structures and interprofessional relationships, as noted in this 
research. In such a situation there is a danger that if community 
nurses are not able to articulate a contribution capable of adapting to 
the changing context, then, as Ryan et al (1998) found, in relation to 
CPNs, their role may be defined (maybe inappropriately) for them. 
Indeed, one of the features of a number of the case studies of 
community nurse case management was a relative isolationism and 
helplessness in the face of unsympathetic management and a 
government policy perceived to be dictating professional practice (for 
example cases 2 and 3). Perhaps here was a missed opportunity to 
claim an emergent, and initially somewhat undefined, role by a 
community nursing workforce who were potentially its most 
appropriate executors. It may be hoped that the opportunities seen by 
some as being presented by modernization, including regaining case 
management control (Wilkin et al 2001, Kesby 2000), are not 
similarly lost and whether, for example, the prospective role of health 
facilitator, proposed in the recent White Paper focusing on the 
learning disability specialism (DoH 2001) is assumed more readily by 
community learning disability nurses, as has been urged (Beacock, 
2001). 
The themes of professional power and disempowerment are also 
replayed within the literature related to the local level, the third 
contextual variable under scrutiny, where Kitson (1997a), as noted 
above, saw a role for nurses; indeed, a postmodernist reading of the 
situation (for example Traynor, 1999) would emphasize the "local" 
above the "universal". Here, the power element appears in the 
literature as portraying a picture of community practitioner 
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exploitation and subordination at the hands of more powerful 
managers (Smith et al 1993, Traynor 1999) or other groups of 
professionals (Godin 1996, Goodman 2001, Ryan et al 1998). 
Writers on the work of mental health nursing, in particular, have 
depicted a picture of CPNs as engaged in an ongoing struggle within 
multidisciplinary teams to escape such subordination by finding 
autonomy in areas of practice where they can maintain some kind of 
monopoly (Godin 1996, Ryan et al 1998). With district nurses, 
distancing and disempowerment have been seen in relation to 
managers (Smith et al, 1993), insofar as they are sometimes seen as 
self-protecting, and within the primary health care team (Goodman, 
2000), where joint working remains poor (Kesby, 2000). 
Certainly these findings resonate with this research, where role 
recognition by colleagues, interagency collaboration and involvement 
in local restructuring was in evidence with the "best" examples of 
case management, but was a significant concern for others. Various 
means of addressing local inadequacies have been seen to include 
taking a more active part in organizational arrangements and 
claiming autonomy of role (Godin, 1996), integrated working with 
social workers (Worth, 2001), being involved in the "partnership" 
arrangements for learning disability (Beacock, 2001) and capitalizing 
on the opportunities afforded by primary care groups and trusts for 
collaborative discussion and action (Goodman 2000, Kesby 2000). 
In particular the active participation of professional subgroups that 
advise primary care trust boards has been seen as a major way for 
community nurses to influence the planning and commissioning of 
health care for local populations (Kesby, 2000), thus, presumably, 
linking the individual to the population focus which proved so 
problematical with case management. 
So, although there were some successful examples of community 
nurse case management in the research, in other areas it may be 
questioned whether the concept was somewhat ahead of its time, that 
is, before adequate local structures and cultures were established. 
The experience of case 7', which eventually terminated despite the 
almost charismatic enthusiasm of the postholder, in a poorly 
supportive environment, stands as a possible testimony to this. Even 
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so, the current local context may be questioned as being more 
appropriate; the recent decision by the Government in England to 
fund nursing, but not "personal" care in care homes, as part of its 
promises in the NHS Plan (DoH, 2000), appears to have reawakened 
the nursing profession to the need to defend and assert a professional 
definition of "nursing" (to include care delegated by a qualified 
nurse), so that what is seen as a falsely separated "personal" element 
may be reclaimed by the community nurses who will be responsible 
for the assessment for such care (Kesby 2000, Ford 2001). Until this 
latest issue for interagency collaboration is resolved, it is doubtful 
whether the joint working, also envisaged in the Plan, and a 
precondition for case manager-type roles, will be completely 
effective. 
Finally, the individual level, noted as important from many 
comments and interview experiences in this research, must not be 
overlooked. Although, as Goodman (2000) has said, it is dangerous 
to suggest individuals should change without, at the same time, 
addressing the context of pactice, Kesby (2000) has, like this 
research, noted the informal, personal level networking which takes 
place and the practice development in evidence at individual 
practitioner, if not at the strategic, level. Further, it appears that the 
nurse "on the ground" will be responsible for deciding the difference 
between nursing and personal care needs in the emerging long term 
care scenario described above (Dinsdale, 2000), which will underpin 
the new relationship with social services and other care personnel. 
Roles will necessarily change and the implications noted in the more 
recent literature still echo the characteristics of the more effective 
community nurse case management cases: further resources for 
training to empower practitioners and raise interprofessional 
understanding (Traynor 1999, Worth 2001), the acquisition of new 
skills associated with case management practices (Godin, 1996) and a 
commitment to new approaches to care and to extending practice 
self-developmentally (Ryan et al, 1998). In other words, a personal 
willingness to adapt and personal energy put into ongoing 
professional development remain vital components for the current 
community nurse. 
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In summary, therefore, a number of general implications may be put 
forward emerging from both the research and more recent 
literature, which should guide any introduction of community nurse 
case manager type practices in particular and, in terms of the focus 
on congruence between the four types of underlying influencing 
variables (fig. 3.7), may also apply more generally to current and 
emerging community nursing roles: 







0 Policy - there is a need for corporate and individual 
familiarity on the part of nurses, with health and social care 
legislation (such as that promoting case management) and an ability 
to interpret this within a nursing framework. There is a further 
need for a mechanism for the nursing voice to be heard at policy 
level in areas of professional expertise, such as quality assurance. 
0 Theory -a better integrated theory of community nursing 
practice would, as well as facilitating its representation at policy 
level, help practitioners to cope with its diverse and undefined nature 
and assert their place (in case management or other roles) within the 
changing local context. 
0 Local organization - Current changes in local structures, such 
as the formation of primary care trusts, present an opportunity for 
community nurses to take an active part in commissioning, planning 
and implementing health care for individuals and local communities 
(the management of care/care management) and work towards 




0 The individual -a personal commitment to professional 
development and a willingness to adapt practices is becoming 
necessary to take on appropriate roles (such as case management) as 
well as a personal vision to motivate this. 
3.7.3 Discussion of research methods 
Just as case management itself has proved to be both interesting and 
challenging, so have the research methods employed to explore the 
concept. The most notable area of interest from the research 
perspective probably lay in the development and application of the 
case study method in the third phase of the study, while the major 
challenge arose from the need to integrate the different phases of a 
complex, multimethod approach. Further challenges lay both in the 
acknowledged difficulty of researching the topic of case management 
and in the fast-moving context within which it was set. For example, 
the literature review attested to the problems both of establishing 
universally accepted definitions of case management (section 1.1.3) 
and of establishing appropriate outcomes (section 1.3.3), and 
choosing appropriate methods from the variety in evidence in the 
research reviewed (section 3.3.4). Further, the changing context 
involved time devoted to coping with, for example, variable and 
changing job descriptions, with the implications that had on 
consistency and methodological rigour. These general observations 
apart, there were issues arising from each phase of the study and 
these will be considered in turn. 
The telephone and questionnaire surveys were, to a certain extent, 
subject to the potential strengths and weaknesses of all survey-type 
research, too familiar to rehearse here in detail. However, they 
were felt to serve well their purpose of identifying suitable samples 
for the subsequent phase of research. This particularly applied to the 
telephone phase, since sample identification was largely its raison 
d'etre, though other evaluative comments on this phase were 
documented in the findings section (3.2.2), as a sub-aim. One 
potential weakness not realized with the questionnaire survey was the 
response rate, which, at an encouraging 68%, and despite some 
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poorly completed forms, was felt to provide sufficient information 
from which to select cases which seemed to reflect case management 
practice. With hindsight, one case (9) stands out as not living up to 
expectations in this respect, which, to some extent, discredits the 
method. However, this was also found to be a useful "marker" in the 
case study phase, against which to contrast varying degrees of good 
practice. 
The longitudinal follow-up, too, was subject to the advantages and 
drawbacks of that particular method, as outlined in section 2.7.3. 
However, the major potential weakness of sample attrition here, 
made more likely by the fact that the study was not originally set up 
as a longitudinal design, was not fully realized. As noted earlier, the 
existence of a precedent for this change to the original plan was a 
spur to its introduction, and the response rate (90% for questionnaire 
respondents, 9/13 managers and 16/16 community nurses in the case 
studies) was felt to be vindication that it was a useful adjunct to the 
overall design. In particular, the ability to identify change at the 
micro, as well as the macro, level, through the panel design (2.7-3) 
was helpful, in view of the importance of the individual and the local 
levels to overall patterns of practice. Further, the significant shifts 
in the policy context which took place over the duration of the 
research were able to be accommodated through this means. 
The case study phase, as well as being of greatest interest, also 
presented the greatest methodological challenge to the research, since 
there exist many documented ways of interpreting the method 
(section 2.6.3), necessitating a clarification of basic terms, such as 
"unit of analysis" (sections 2.4.3 and 2.6.4). Nevertheless, the 
definition provided by Yin (1994) was found helpful and the 
methods section (2.6.4) provides a detailed account of the general 
issues surrounding case study research and how Yin's broad precepts 
were interpreted and operationalized. The analysis, in particular, 
proved time-consuming and, because little detailed guidance is 
provided in the literature here, there are a number of areas where 
researcher discretion was necessary, leading to potential weaknesses 
in the design. 
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Although the analytical approach, based on pattern-matching, 
appeared to work successfully, within Yin's (1994) typology, it also 
presented a challenge in that it constituted, in essence, a positivist 
approach, using a set theoretical framework, in a deductive mode, 
but set within a context of rapidly changing health policies and 
organizational structures. The tension inherent within this approach 
reflected that already noted in the literature reviewed (section 1.3.1) 
between the ideals of policy pronouncements emanating from the 
government of the time ("top-down" evidence) and the practice 
reality represented in the way this was interpreted by practitioners 
and those responsible for policy implementation ("bottom-up" 
evidence). 
This tension poses questions about the very notion of "truth" in 
researc which may be viewed as reflecting either one end or the 
other of a series of dichotomous dimensions, as illustrated in fig. 3.8. 
Fig. 3.8 Dimensions of "truth " 
The framework The data 
General/universal Local 




These represent, on the one hand, the theory which constituted the 
conceptual framework and, on the other, the data collected as part of 
the research, to be "matched" with the theory. The first of these 
dimensions has been highlighted by, among others, Traynor (1999) 
in research where he has commented on the contemporary tendency 
to move from a universal justification for the foundation of 
knowledge, to a locally-based, contingent knowledge which 
emphasizes differences, rather than commonalities. The second set 
of characteristics, linked to the first, focus on the changing emphases 
between the macro policy arena and the micro policy level 
representing contextualized, local knowledge, produced by 
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interpretive and ethnographic research methods (Scott and West, 
2001). The third contrast is between seeing the reality of experience 
as fixed and discoverable (positivist) and seeing experience as 
flexible and shaped through interaction with the world 
(constructivist) (Vallis and Tierney, 2000)); the recent move towards 
the latter in support of Traynor's (1999) localized knowledge has 
itself come under the criticism of those who cast doubt on the 
validity of postmodem approaches, in view of their individual and 
relativistic nature (Scott and West, 2001). The fourth, and final, 
dimension highlights the relatively "fixed" nature of the positivist 
approach versus the changeable nature of context-dependent data. 
Indeed, Becker (2000), in discussing the inductive construction of a 
narrative, has suggested the need for a continuous redefinition of 
what the theory is explaining and what the dependent variable 
actually is, -while Slevin and Sines (2000) have made the more 
universal point regarding research that, in view of its timespan, by 
the time most studies are completed, changes may have occurred that 
will render the findings out of date. 
The competing claims to reality of all these dimensions were 
apparent in this research, with the researcher standing between the 
two dichotomous sets. The challenge lay in establishing a balance 
which would both exploit the strengths and minimize the weaknesses 
of each approach, an ability which Bryar (2000) has ascribed to the 
best examples of case study research, where the method is applied 
rigorously in order to achieve the isolation of selected factors within 
natural settings. Further features of the research which served to 
minimize the tension within the analytic method pertained to both the 
theoretical framework and the data. It should be noted that the 
former was constructed from preliminary observations, together 
with literature produced over time, that is, based on ideas, features 
and concepts which were reasonably broad, but stable enough to 
allow categorization at time intervals (for example the proposition 
that district nurses make suitable case managers). Regarding the 
latter, the data were categorized in such a way that would similarly 
allow for change, indicating movement towards or from the 
propositional statements (for example by identifying that district 
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nurses were becoming more or less involved in case management at 
follow-up). 
There are, further, a number of more specific areas where the 
robustness of the case study method may be open to debate. Firstly, it 
remains questionable whether non-equivalent dependent variables as 
patterns, or rival explanations as patterns is the more robust strategy. 
The main weakness of the latter choice, which was eventually 
adopted, is the lack of a pre-test, which would have been difficult to 
coordinate with a post-test, since policy was being introduced over 
the case sites at different times. However, the approach may be 
feasible where the introduction of local change is under scrutiny, 
based on a single case design. 
Secondly, although not explicitly documented elsewhere, using 
reviewed literature as contextual data was considered a viable option 
within a research method which laid stress on the importance of 
context (Yin, 1994). The three levels of contextual data (fig. 2.4) 
were, together with individual case management practices, designated 
units of enquiry and thus the subjects of the research. Then, just as 
data pertaining to the subject matter (units of enquiry) of the first 
(telephone survey) phase of the research subsequently became the 
source (sampling units) for stage two (questionnaire survey), so the 
contextual data relating to the case studies moved, over the four- 
stage analysis process, to become sampling units, through the 
construction of the propositions with which single-case data were 
"matched". This process could lay the research open to a potential 
charge of over-complexity and (in view of the iterative nature of 
single-case matching) to repetitiveness. However, attention to detail 
is felt to be at the very heart of case study research and meticulous 
documentation is seen as a fundamental guarantor of reliability (Yin, 
1994, p. 33). The same transparency through comprehensive pattern- 
matching, replicated over the total number of cases, was felt 
similarly to maximise internal and external validity respectively. 
A third potential weakness lay in the difficulty of establishing 
construct validity. Although Yin's (1994) recommended tactic of 
using multiple sources of evidence was (at least nominally) adopted, 
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there was a noted imbalance in the resulting data from the 
triangulated sources. While practitioner and manager interviews 
comprised the major evidence base, documentation proved minimal 
and, on the whole, unhelpful, while securing user interviews proved 
difficult, as predicted in the literature, due to the highly vulnerable 
nature of case management users (section 2.6.6). This weakness is 
difficult to resolve, since the more articulate sevice users are less 
likely to be subject to case management. 
A fourth difficulty for case study analysis follows again from the 
lack of detailed guidance in existing texts, specifically in relation to 
the precision of pattern-matching, and the need for what Yin (1994) 
described as "interpretive discretion" (p. 110, see section 3.4). The 
very diverse threads of theory emerging from the literature against 
which to "match" empirical data were synthesized through three 
refinement processes (identification of variables, table 3.11, 
matching contextual variables, table 3.12, constructing propositions, 
table 3.13). Again, such detailed documentation of research 
processes was felt necessary to enhance reliability, though, even then, 
the wording of propositions was occasionally complex, giving rise to 
subsequent problems with the validity of the matching process (for 
example regarding budgetary devolution, discussed in section 3.6.5). 
However, to a certain extent, this problem of meaning was offset 
through attention given to the more detailed comments of 
respondents elaborating on a particular issue. 
The problem of pattern-matching was further addressed through 
visual representations, in the forms of tables (3.17 - 3.25) and 
figures (3.1 - 3.4) highlighting where particular cases fell in relation 
to the issues in question. The same charges of both reductionism and 
repetition may also be levelled against these strategies, however, they 
were felt to facilitate the process of making sense of complex and 
detailed data, and consistent with Yin's (1994) view that gross 
matches or mismatches through an "eyeballing" technique are 
sufficient for drawing a conclusion, pending the development of 
more precise methods. Once again, the scrutiny of more qualitative 
respondent comments buttressed the claims to both validity and 
reliability here, where data analysis again called for strategies to 
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maximise "trustworthiness". This is always problematical, and 
perhaps particularly so when a single researcher is involved in 
analysis. While a number of procedures recommended by Slevin and 
Sines (2000) were adopted (convergent truthfulness, an audit trail, 
narrative accounts, providing rich and dense data, multi-site 
investigation), it was acknowledged that the involvement of others 
(participants or fellow researchers) in verifying findings may have 
further enhanced quality. However, given the widespread geography 
of locations and inaccessibility of researchers at the time of analysis, 
this would have proved difficult to operationalize. 
Finally, the same arguments both supportive and critical, may be 
made regarding the overall structure governing the literature review 
(fig. 1.1), the case study method (fig. 2.4) and the cross-case analysis 
(figs. 3.5 and 3.6). In other words, the identification of different 
types of variables, embracing different degrees of 
uniqueness/universality and amenability to change, helped to "make 
sense" of the breadth and depth of data. Categorization under the 
four headings (national policy, professional theory, local structures 
and individual practices) was useful from both methodological and 
substantive viewpoints, impacting, as it did, on data organization and 
practice relevance. At the same time, it reflected the compromise 
between simplification and validity which is surely at the heart of all 
research. 
3.7.4 Implications for future nursing research 
The following recommendations arise from the above discussion: 
0 In view of the nature of theory-building with case study 
research, replication studies would enhance the external validity of 
these findings. The use of the concept of case management itself as a 
"case" to be replicated, using the overall model, with other emergent 
nursing roles may provide a framework for evaluating practice 
develoPment. 
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0 The use of a single case design with non-equivalent dependent 
variables as patterns may be useful for evaluating case management 
practice within a single site. 
0 The dissemination of detailed aspects of analytical procedures 
used in empirical research are desirable for the development of more 
precise techniques of pattern-matching in case study research. A 
database of different approaches may facilitate the selection of 
appropriate techniques in individual research settings. 
3.7.5 Conclusions 
Although case management has a documented pedigree as a research 
topic, much of the work, as indicated at the outset (section 1.1.1), 
emanates from North America, where the concept was conceived. 
The degree to which this concept, and its contextual determinants, 
have been replicated in the UK, though not insignificant, has been 
limited by its re-interpretation in terms of a social and health care 
policy issue, and by the popularization of a particular model of case 
management in keeping with those policy reforms. Case 
management research in the UK has thus also been largely limited to 
these parameters, leaving a gap in the knowledge base along a 
number of dimensions. In particular, there has hitherto been little 
systematic work examining either the role of community nurses in 
relation to the concept, nor its ability to endure despite radical 
changes to the social and health care context within which it was 
originally defined. 
This research, it is argued, has made some contribution to fulfilling 
this knowledge gap by developing some understanding of the 
complex mechanisms whereby a given way of working may be 
embraced, operationalized and adapted by community nurses, over 
various geographical, temporal and specialist domains. This 
mechanism, it has been suggested, may be conceptualized in terms of 
a model depicting four influencing contextual variables, which need 
to be perceived as possessing a high degree of congruence in order to 
facilitate optimum community nurse case management practices. 
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Further, it is felt that these conclusions have been largely dependent 
upon the interpretation and development of the case study method 
proposed by Yin (1994). The research has taken the method beyond 
the guidelines appearing in the literature, and its interpretation 
documented and offered for further discussion and application to 
future research. Thus both substance and method are interrelated as 
they move towards new understanding in nursing practice and 
research. 
3 2- 4 
Appendix I Questionnaire schedule 
KING'S COLLEGE LONDON 
Department of Nursing Studies 
Questionnaire on Initiatives in Community Nursing 
SECTION A 
Ouestion Al 
Please state your job title/designation 
Question A2 Question A3 
For which of the following services For which of the following client 
are you responsible? Please ring groups are you responsible? Please 
ALL letters that apply: ring ALL letters that apply: 
a. District Nursing a. Elderly 
b. Health Visiting 
c. Community Psychiatric Nursing 
d. Community Midwifery 
e. Community Paediatric Nursing 
f. Community Nurse Specialists 
g. All community nursing groups 
h. Other (please specify) 
b. Mentally ill 
c. People with leaming difficulties 
d. Children 
e. Matemity care 
f. Young disabled 
g. All community nursing groups 
h. Other (please specify) 
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Ouestion A4 
Please describe below any community nursing involvement in planning 
for operational policies or standards related to joint working (NHS and 
Community Care Act, 1990) of which you are aware in your area of 
responsibility (e. g. working groups, consultation). 
SECTION B 
We would like to know about any initiative or project (planned, in 
existence or completed) related to joint working between community 
nursing and other agencies. The areas we are particularly interested in 
are outlined below and it would be helpful if you could describe them in 
the spaces provided. 
(If you are involved in, or aware of, more than one project, please 
describe ONE of them here [preferably the main one you have 
experience ofl and then refer to SEC77ON Q 
Question BI 
Please give details of-. 
a. Which community nursing service(s) are involved 
b. The grade(s) and number of nurses involved 
c. Any other agencies involved 
d. The client group(s) involved 
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Question B2 
Please indicate the functions of nursing and other agencies 
Community Nursing Other agencies (please 
(please tick) si)ecifv which) 
I 
a. Assessment of clients 
b. Negotiating packages 
of care 
c. Delivering care 
d. Purchasing care 
e. Monitoring care 
f Budget holding 
Question B3 
Please describe any other features of the initiative. 
Question B4 
Where nurses are involved in the new initiative, 
this takes up ALL the professional nursing time, 
continue in their "conventional" role for some o- 
appropriate letter): 
a. Nurses involved full-time in initiative 
please indicate whether 
or whether nurses also 
f the time (ring 
b. Nurses also continue in conventional role 
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Ouestion B5 
What term (if any) is used to describe the new role/way of working 
adopted by community nurses, as outlined above? (ring appropriate 
letter): 
a. Case manager 
b. Care manager 
c. Key worker 
Care co-ordinator 
e. Care programme approach 
f. Shared care 
g. Other (please specify) 
Question B6 
Please describe briefly, in the space provided, any specific advantages 
you see as resulting from the initiative. For instance: 
Individualised, needs led, care 
Patient/client advocacy 
Co-ordination of services 
Cost-effectiveness of care delivery 
Quality assurance/maintenance of care standards 
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Ouestion B7 
Please describe any drawbacks for patients/clients or for nurses 
Ouestion B8 
If the initiative is a special project/pilot scheme please give details of 




Please give details of: 
* Any existing or anticipated evaluation of the initiative 
* Any plans to extend the initiative in your district (e. g. to a wider area, 
different client or nursing groups) 
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SECTION C 
Please answer this section only if you are involved in, or aware of 
initiatives other than the one described, involving joint working. 
p 
For other initiatives, please indicate: 
* Community nursing service(s) involved: 
* Client group(s) involved: 
* Whether you would be able, and willing, to complete another 
questionnaire relating to the above (please ring letter): 
a. Yes 
b. No 
* Whether (an)other nurse manager(s) would be able, and willing, to 
complete a questionnaire (if so, please give details) 
Thank you for your help. Please return the questionnaire in the prepaid 
envelope provided. 
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Appendix Ila Interviewee form relating to ethical issues 
INFORMATION FOR COMMUNITY NURSES AND THEIR 
MANAGERS 
Community nursing and Community Care -a study of innovations in practice. 
We are nurse researchers from the Department of Nursing Studies, 
King's College, London, involved in a study which is looking at the 
impact of Community Care policy on community nursing. In 
particular we are interested in how this influences practice at a local 
level and would be grateful if you could spare some time to talk to one 
of us about the experience in your area. We also hope to interview a 
sample of patients/clients and their carers with their consent and 
yours. 
The interview should take about 45 minutes -1 hour and will be 
arranged at your convenience. It will be tape-recorded with your 
permission, though the tapes will remain unidentifiable and be erased 
following data analysis. 
All information we receive will remain confidential and you will not 
be identified in any subsequent documentation. You are also free to 
withdraw from the study at any time, should you wish to do so. 
If you have any questions or require further information, please 
contact us at any time before the interview at King's College on 071 
872 3216/3015. 
Thank you for your assistance. 
Ann Bergen (Lecturer) 
Sara Marshall (Research Assistant) 
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Appendix Ilb Interviewee form relating to ethical issues 
INFORMATION FOR CLIENTS AND CARERS. 
Community nursing and Community Care -A study of innovations in practice. 
We are nurse researchers from the Department of Nursing Studies, 
King's College, London, involved in a study which is looking at the 
impact of Community Care policy on nurses working in the 
community. In particular we are interested in hearing about the 
experiences of people receiving nursing services and their main lay 
carers and how any changes might be affecting their care. We would 
be grateful if you could spare some time to talk to one of us about this. 
The interview should take from 45 minutes to an hour and will be 
arranged at your convenience. It is hoped that we will interview you 
both seperately because we like to ask you diferent types of questions. 
This interview will be tape recorded with your permission. The tapes 
will only be listened to by the researchers involved in the study and 
will be erased following data analysis. 
We would also like to ask you if we could have a look at your nursing 
notes, which we would arrange with your nurse and in addition 
discuss with her some details of the care you receive. All these things 
help us to build a picture of the care in your case. 
All information we receive will remain strictly confidential and you 
will not be identified in any subsequent documentation, nor will what 
you say influence your care in any way. You are also free to withdraw 
from the study at any time, should you wish to do so. Whether you 
participate in the study or not will not affect any care that you will 
receive. We must emphasise that we are researchers and as such are 
not able to directly influence the care you receive in any way. 
If you have any questions or require further information, please 
contact us at any time before the interview at King's College, London 
on 071872 3216/3015 and we will call you back for a chat. 
Thank you for your assistance. 
Ann Bergen (Lecturer) Sara Marshall (Research Assistant) 
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Appendix III Nurse manager interview schedule 
INTERVIEW SCHEDULE FOR NURSE 
NUNAGERS 
SECTION A 
HISTORY OF CC CHANGES IN THE AREA 
Q1) Can you briefly describe the cuffent approach to Community Care in 
this locality? 
U) Have there been any changes in community care in this locality since 
last April? 
Q2) Why do you think this particular approach was taken in this 
area? 
If not mentioned - i) Were there any pilot studies conducted in 
this area ? 
Ifyes - ii) Do you think this pilot study had any 
influence on the decisions that were made? 
Ifyes - In what ways do you think it influenced 
the decisions? 
If no - Can you tell me why not? 
- How do you feel about this? ) 
Q3) Were you involved in the decisions regarding these recent changes? 
Ifyes- i) How were you involved? (e. g. working groups; 
advisory meetings etc. ) 




Q4) The Government Community Care reforms advocate a care/case 
management approach to the delivery of care. Are you using this type of care 
delivery? 
Ifyes - i) How do you refer to this new type of care 
delivery? 
ii)Who manages this care delivery? 
iii)What agency are they from? 
iv) Why do you think this agency was chosen? 
v) How do you feel about this? 
vi)What is their role with regard to; 
assessment'. 




- Are they budget holders? 
(If no - Can you tell me why not? 
To what level are the budgets devolved? 
How do you feel about this? ) 
- What do you think are the advantages or 
disadvantages of this role? 
- Can you give me examples of what you mean? 
If no - Can you tell me why not? 
- How do you feel about this? 
Q5) What is your role with regard to these care managers? 
Q6) From your experience what do you think are the advantages of this 
approach? 
For each - Can you give me an example. of what you mean? 
Q7) From your experience what do you think are the disadvantages of this 
approach? 
For each - Can you give me an example. of what you mean? 
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EF CONVOUNITY NURSE HAS NOT BEEN MENTIONED PREVIOUSLY 
ASK; 
Q8). What is the role of community nurses within this approach to 
care delivery that we have discussed, with regard to: 
assessment? 




Are they responsible for a budget at all ? 




Q9). Looking towards the future (i. e. the next 2 years ) do you see the 
role of community nurses changing? 
If not mentioned; -Do you think their role will change regarding; 
assessment? 





FOREACH- . Ifyes - In what ways? 
Can you yell me why ? 
How do you feel about this ? 
QIO). Will the CNs receive any preparation /training in view of these 
changes? 
If no - Can you tell me why not? 
How do you feel about this? 
Q11). What do you consider are the advantages of these future plans? 
Q12). What do you consider are the disadvantages of these future plans? 
Q13). We have talked in detail about a number of issues. Is there anything 
you would like to add or you feel is important? 
Thank you very much for your help. 
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Appendix IV Community nurse interview schedule 




There have been many changes in national community care policy and practice over 
the past few months. From previous data we have collected, it appears that 
community nurses' roles are changing with respect to complex cases which require 
multi-agency intervention. 
QI) You mentioned on the data sheet that you were a key worker/case 




I would now like to focus on specific aspects of your role in detail beginning with 
case referral. 
Q2) What is your current caseload i) in total 
ii) With regard to case managed clients? 
Q3) What proportion of your time is devoted to the case managed group as 
a whole? 
H) Do you think this is appropriate ? 
Ifyes Can you tell me why you think this is appropriate? 
If no Can you tell me why you don't think this is appropriate? 
- What do you think could be done about this? 
Q4) Are you able to take on all eligible refeffals for case management 
immediately? 
If no - Can you tell me why not? 
- How are decisions made regarding which referrals are 
accepted immediately? 
- How do you feel about this ? 
QS) From what sources do you take referrals ? 
H) Is there a predominant source 
Ifyes - Which? 
Q6) By which methods are referrals made? 
fi) Is there a predominant method? 
Ifyes - Which? 
in) Which is your preferred method? 
- Why? 
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Q7) What are the criteria for referral to you as the case manager (or 
equivalent title) as opposed to another agency in complex cases? 
R) Is there a screening process prior to referral? 
ASSESSMENT 
I would now like to focus on the assessment process. 
Q8) What needs are you responsible for assessing? 
(Probe - health, social or both if necessary) 
- Can you tell me why you are responsible for assessing these? 
Q9) Are any other professionals involved in assessment? (Probe SWGPOT) 
If ves - Can you tell me what their role(s) is/are ? 
- you think this is satisfactory? 
( If no - Can you teH me why not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
If no - Can you tell me why not? 
- Do you think this is satisfactory ? 
(If no - Can you tell me why not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
Q10) How do/ would you feel about formally assessing for non-health 
needs? 
- Can you tell me why you feel/ would feel this way? 
Q11) How is referral for assessment to other agencies undertaken? 
- Is this your responsibility or not? 
If no - Whose responsibility is it? 
- Do you think this is satisfactory ? 
(If no - Can you tell me why not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
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Q12) Are any non-professionals involved in the assessment procedure at all? 
(e. g.. carers, neighbours, home helps etc. ) 
Ifyes- Can you tell me why they are involved? 
- Can you tell me what their role is? 
If no - Can you tell me why not? 
- Do you think this is satisfactory ? 
(If no - Can you tell me why not ? 
- What do you think could be done about this? ) 
Q13) Where are assessments undertaken? 
- Can you tell me why? 
Q14) How long do assessments generally take? 
Do you think this is satisfactory ? 
If no - Can you tell me why not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
Q15) Can you tell me about the format of the assessment schedule? 
If necessary probe; 
- Is it a checklist or a biographical approach? 
- Is it a joint assessment schedule? 
- Why do you think this particular schedule was chosen? 
Q16) When was this schedule first implemented? 
H) Who devised this assessment schedule ? 
If necessary, probe - Were you involved in its design ? 
If no - Who was involved in its design? 
- Can you tell me why you think you were not 
involved? 
- Do you think this was satisfactory ? 
(If no - Can you tell me why you think not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
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Ifyes - What was your involvement? 
- Why do you think you were involved? 
- Who else was involved? 
Q17) What is formulated / documented at the end of each assessment? 
(i. e. statement of needs or of services? ) 
CARE PLANNING 
I would now like to focus on the process of care planning. 
Q18) How long does it take to plan care after the assessment has been 
completed? 
Q19) Who is involved in planning care? 
If necessary probe -What other agencies? 
- Is the client and /or their carer involved ? 
Q20) Is care planning carried out individually when other services are 
involved or jointly? 
If necessary probe - Can you tell me a little about this process? 
Where does this take place? 
How often does this take place? 
Q21) Do you have written care plans? 
If no - Do you think that this is satisfactory 
(If no - Can you teR me why not ? 
- What do you think could be done about this? ) 
If yes - Can you tell me why? ) 
Ifyes - What form does this documentation take? 
Where is this kept? - (clients home/files etc. ) 
Do you think that this is satisfactory ? 
(If no - Can you tell me why not ? 
- What do you think could be done about this? 
If yes - Can you teH me why? ) 
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H) Do the other services have written care plans? 
Q22) Are you always able to meet client needs ? 
If no - Can you tell me why not? 
- What do you think could be done about this? 
Q23) Are unmet needs recorded at all? 
If no - Can you tell me why not? 
- Do you think that this is satisfactory? 
(If no - Can you tell me why you think not ? 
- What do you think could be done about this? ) 
Ifyes - Where are they recorded ? 
7-%, -% - Eno you think that this is satisfactory ? 
(If no - Can you tefl me why not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
CARE DELIVERY 
I would now like to focus briefly on care delivery. 
Q24) How are services arranged and secured once they have been decided? 
Ifnecessary probe; 
- Who is responsible for arranging /securing services? 
-Why are they responsible for arranging/securing services? 
-Do you think that this is satisfactory? 
(If no - Can you tell me why not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
Q25) How long is there in general between care planning and care 
delivery? 
ii) Is this the same with all the services? 
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Q26) Are you involved in delivering care to clients? 
- Who else is involved? 
TN^ 
Exv you think that this is satisfactory? 
(If no - Can you tell me why not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
u) IF APPROPRIATE - Are the SW care mangers involved in 
delivering care to clients? 
Q27) Are you responsible for a budget ? 
If no - Who is responsible for the budget for social care/health care? 
- What is their background? 
(- How do you access this budget? ) 
Q28) Do you see any advantages of devolving the budget further down to 
yourlevel? 
Q29) Do you see any disadvantages of devolving the budget further down to 
yourlevel? 
Q30) Do you think the budget will be devolved to you in the next two 
years ? 
If no - Can you tell me why not? 
- How do you feel about this? 
Ifyes - How do you feel about this? 
MONITORING AND REVIEW 
Q31) Are case reviews carried out? 
If no - Can you tell me why not? 
- Do you think that this is satisfactory ? 
(If no - Can you tell me why not? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
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Ifyes - What form do the reviews take 
- Who carries the reviews out? 
- Do you think that this is satisfactory? 
(If no - Can you tell me why not? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
ii) Is any informal monitoring carried out? 
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SECTION C 
I would just like to focus now on case X who you have identified as one of your 
clients for whom you deliver care by the case management/key worker system. 
Q32) Focusing on Case X, I would now like to ask a few questions about 
referral in their case: 
- From where was X referred to you? 
-What method of referral was used? 
-Why was X referred to you as opposed to another agency? 
Assessment 
- For what needs did you assess ? 
- Were any other professionals involved in the assessment? 
- if yes - Who were they and what were they assessing for? 
- How were they involved? 
- Were any non-professionals involved in the assessment? 
- If yes - Who were they and why were they involved? 
-Where was the assessment undertaken? 
- How long did the assessment take? 
- What assessment schedule was used? 
- What needs were identified? 
- Were these needs documented anywhere? - if so - In what form? 
Care planning 
How long was there between Xs assessment and care planning? 
Who was involved in Xs, care planning? 
Was there any documentation of this care planning ? 
Did X have any needs you were unable to meet? 
Case review 
-Has any form of case review been carried out? 
- Can you tell me a bit about this? 
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SECTION D 
Q33) Are the methods of referral, assessment etc. that we have discussed any 
different from previous methods used (i. e. over the past few years) ? 
If yes. - In what ways do you think they are they different? 
- Can you give me an example of what you mean? 
Q34) Would you describe the current system of working as satisfactory or 
unsatisfactory? 
If satisfactory - Can you tell me why you think it is satisfactory? 
-What benefits do you think case X has received from this 
approach as compared to a more traditional approach? 
If unsatisfactory - Can you tell me why you don't think it is satisfactory? 
- What do you think could be done about this? 
-What drawbacks do you think case X has received 
r_. _ - 
from this approach as compared to a more traditional 
approach? 
Q35) Is there any one person who is responsible for co-ordinating all the 
different processes that we have discussed? 
Ifyes -Who are they? 
What agency are they from? 
Do you think that this is satisfactory 
If no - Can you tell me why not ? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
If no - Do you think that this is satisfactory? 
(If no - Can you tell me why not 
- What do you think could be done about this? 




I would just like to focus now on several issues which have been prevalent in 
discussions surrounding Community Care. 
If not already discussed in previous responses. 
ADVOCACY 
Q36) Advocacy has been emphasised within Community Care policy 
documents. 
What do you understand as client advocacy? 
Can you give me an example of what you mean from your own 
experience? 
- Do you feel advocacy as you have described it is important or 
not? 
If yes - Can you tell me why you think so? 
If no - Can you tell me why you don't think so? 
ii) Do you feel you are able to be a client advocate under the current 
system? 
If no - Can you tell me why you think not? 
- What do you think could be done about this ? 
If yes - Can you tell me in what ways you think so? 
- Do you think anything more should be done ? 
ACCOUNTABILITY 
Q37) To whom are you professionally accountable? 
(If necessary probe- - Who are you answerable to? ) 
H) Are they from the same professional background? 
- Do you think that this is satisfactory 
If no - Can you tell me why not? 
- What do you think could be done about this? 
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Q38) Do you feel you have adequate professional support in your role ? 
If no - Can you tell me why you think you don't ? 
- What do you think could be done about this? 
Ifyes - Who gives you this moral and practical support? 
-What form does it take? 
TRAINING 
Q39) Have you had any specific training/preparation for your current 
role? 
If no - Can you tell me why not? 
What do you think you should of had? 
Do you think that you will have this? 
(If no - Can you tell me why not? 
- What do you think could be done about this? 
Ifyes - What form did this take ? 
- How many days did this involve? 
- Was this compulsory or voluntary? 
- Do you think that this was satisfactory ? 
(If no - Can you tell me why not? 
- What do you think could be done about this? 
If yes - Can you tell me why? ) 
TEAM WORK 
Q40) You've already mentioned that you work closely with other services, 
how do you relate to ................ ? If hasn't mentioned 
SW, GP, OT etc. 
Q41) Some projects have experienced conflicts in relationships where they 
are working closely with other agencies. Have you experienced this? 
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SECTION F 
We have discussed in detail many of the issues surrounding the recent changes in 
community care. 
If appropfiate: 
Q42) What do you personally consider is the philosophy behind these 
changes in this locality? 
H) Do you feel then that this is being achieved at present ? 
If no - Can you tell me why not? 
- What do you think could be done about this? 
Ifyes -- In what ways is this being achieved? 
- Do you think more could be done to achieve this? 
Q43) We have discussed in detail many aspects of your current role. How 
do you see your role changing if at all over the next few years? 
- Can you tell me in what ways? 
- How do you feel about this? 
Q44) Do you feel you are getting job satisfaction now? 
If no - Can you tell me why not? 
- What do you think could be done about this? 
Ifyes - In what ways? 
", f% - jL.. #v you think anything more could be done about this? 
Q45). We have talked in detail about a number of issues. Is there anything 
you would like to add or you feel is important? 
Thank you very much for your help. 
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Appendix V Client interview schedule 
INTERVIEW SCHEDULE FOR CLIENT 
SECTION A 
BACKGROUND 
Firstly I'd like to ask you a few general questions. 
Q1). Do you have a member of the family or a friend or neighbour who cares 
for you? 
If necessary- What is their relationship to you? 
- Do they live with you? 
If yes - Can you tell me what they do for you on a typical day? 
Q2). Have you been admitted to hospital or to a nursing home over the 
past year? 
Ifyes - Where were you? 
- Were you ill or was it for another reason? 
If necessary - Can I ask what reason it wasfor? 
- How long were you in there for? 
- How long is it since you came home? 
- How does being cared for at home compare with being 
cared for in hospital /institution? 
- Can you give me an example of what you mean? 
If no How do you think you would feel about being cared for 
in a hospital / institution rather than at home? 
Can you tell me why you would think this way? 
-What would be the best thing about being cared for in x? 
-What would be the worst thing about being cared for in x? 
-Can you tell me why you would feel this way? 
Q3). You are receiving help/services at the moment. Can you tell me if 
you were involved in deciding what services/ help you required ? 
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Ifyes - How did you feel about being involved in these decisions? 
- Who else was involved in deciding what services/help you 
needed? 
If appropriate -- Who did you negotiate with to increase the amount of 
services you receive? 
If no - Why do you think you weren't involved in these decisions? 
How do you feel about this? 
Who was involved in the decisions as to what care you would 
receive,? 
SECTION B 
SERVICES PROVIDED IN GENERAL 
I would now just like to focus on individual aspects of the help you receive from 
outside agencies: 
Q4) What help do you receive with household chores e. g. shopping, 
cleaning, cooking etc.? 
FOR EACH SERVICE 
- Why do you receive this? 
- How long have you been receiving this? 
- Who arranged this service for you? 
- Who provides this service? 
Do they always come when you are expecting them i. e. when 
they say they will? 
Do they come when you want them to i. e. at a time 
convenient to you? 
Q5). What help do you receive with looking after yourself e. g. washing, 
dressing, feeding mobility, etc.? 
PROBE FOR EACH AS ABOVE 
Q6). What help do you receive with your health needs e. g. dressingsq 
medicines, catheters etc. (probe-nurses, GPsq OTs, physios etc. ). 
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PROBE FOR EACH AS ABOVE 
SECTION C 
PROFESSIONAL INVOLVEMENT 
Thinking about all the professionals we have discussed who provide help for you; 
Q7). Is there any one professional who has overall 
responsibility for your care? 
Ifyes - Can you tell me who this is? 
-How long has s/he been involved in helping you? 
- What does s/he do for you ? 
- Has what s/he does for you changed within the past 
year or not? 
How often do you see her/him? 
Is this sufficient ? 
is s/he easy to get hold oP 
(If no - Can you tell me why not? 
- What do you think could be done about this? ) 
(Ifyes - How do you contact them? ) 
IF NO GO TO QUESTION 12. 
Q8). Has s/he been useful in; 
a) Introducing you to other services? (e. g.. meals on wheels) 
- Can you give me an example? 
b) Providing treatment? 
- Can you give me an example? 
c) Providing aids and equipment? 
- Can you give me an example? 
d) Providing support/ someone to talk to? 
- Can you give me an example? 
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e) Providing information? 
- Can you give me an example? 
Q9). What benefits do you think there are for you of having Y involved in 
this way? 
- Can you give me an example? 
Probes - Has s/he provided you with anything more than you were receiving 
before ? 
- What help do you think is the most useful to you? 
-Have you seen any improvement in yourself since s/he became 
involved 
Q10). Is there anything you think s/he could do to improve the help you 
receive or not? 
- Can you tell me what? 
Probes - Are there any services you feel you need but don't have? 
- Are there any services you receive that you feel you don't 
really require? 
Q11). There are often disadvantages when changing to new methods of 
practice. Do you think there have been any disadvantages since Y became 
involved in providing help for you? 
Ifyes - Can you tell me what these are? 
- What do you think could be done about this? 
IF COMMUNITY NURSE HAS BEEN DISCUSSED ABOVE: 
Q12). We have talked in detail about a number of issues. Is there anything 
you would like to add or you feel is important? 
Thank you very much for your help. 
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IF COMMUNITY NURSE HAS NOT BEEN MENTIONED 
ABOVE ASK; 
Q13). Can I just ask you the same questions about Y your CN / CPN? 
Ifyes - Can you tell me who this is? 
-How long has s/he been involved in helping you? 
- What does s/he do for you ? 
- Has what s/he does for you changed within the past 
year or not? 
- How often do you see her/him? 
- Is this sufficient ? 
(If no - Can you tell me why not? 
- What do you think could be done about this? ) 
- is s/he easy to get hold of9. 
(If no - Can you tell me why not? 
- What do you think could be done about this? ) 
(Ifyes - How do you contact them? ) 
Q14). Has s/he been useful in; 
a) Introducing you to other services? 
- Can you give me an example? 
b) Providing treatment? 
- Can you give me an example? 
c) Providing aids and equipment? 
- Can you give me an example? 
d) Providing support/ someone to talk to? 
- Can you give me an example? 
e) Providing information? 
- Can you give me an example? 
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Q15). What benefits do you think there are for you of having Y involved in 
this way? 
- Can you give me an example? 
Probes - Has s/he provided you with anything more than you were receiving 
before ? 
- What help do you think is the most useful to you? 
-Have you seen any improvement in yourself since s/he became 
involved ? 
Q16). Is there anything you think s/he could do to improve the help you 
receive or not? 
- Can you tell me what? 
Probes - Are there any services you feel you need but don't have? 
- Are there any services you receive that you feel you don't 
really require? 
Q17). There are often disadvantages when changing to new methods of 
practice. Do you think there have been any disadvantages since Y became 
involved in providing help for you? 
Ifyes - Can you tell me what these are? 
- What do you think could be done about this? 
Q18). We have talked in detail about a number of issues. Is there anything you 
would like to add or you feel is important? 
Thank you very much for your help. 
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Appendix VI Carer interview schedule 
INTERVIEW SCHEDULE FOR CARERS 
SECTION A 
BACKGROUND 
I would just like to start by asking you a few questions about yourself and X if that's 
alright with you: 
Q1). Can you describe what you do on a typical day for x? (If necessary 
probe yesterday, this morning? ) 
Q2). How much time does this take up every day/week? 
Q3). Has X been admitted to hospital or to an institution over the past 
year? 
Ifyes - Where were they? 
- Were they ill or was it for another reason? 
- Ifnecessary - Can I ask what reason it was for? 
- How long were they in there for? 
- How long is it since they came home? 
- Were there any opportunities for you to explore 
alternatives to home care for example residential care ? 
Q4). Were you involved in deciding what services/ help X required (when 
they came home) ? 
Ifyes - How did you feel about being involved in these decisions? 
- Who else was involved in deciding what services/help you 
needed? 
If no - Why do you think you weren't involved in these 
decisions? 
How do you feel about this? 




SERVICES PROVIDED FOR X 
I would just like to focus on some of the services/ help X receives for a moment. 
Q5). What help does X receive with household chores e. g. shopping, 
cleaning, cooking etc.? 
FOR EACH SERVICE 
- Why does X receive this? 
- How long have they been receiving this? 
- Who arranged this service ? 
- Who provides this service? 
- Do they always come when you are expecting them i. e.. when 
they say they will? 
- Do they come when you want them to i. e.. at a time 
convenient to you? 
Q6). What help does X receive with looking after her/himself e. g. 
washing, dressing, feeding mobility, etc.? 
PROBE FOR EACH SERVICE AS ABOVE 
Q7). What help does X receive with health requirements e. g. dressings, 
catheter etc.? 




Ibinking about all the professionals we have discussed who provide X with help: 
Q8). Do any of these professionals have overall responsibility for X's 
care? 
Ifyes - Can you tell me who this is? 
-rluw iff - long has s/he been involved? 
-What does s/he do for X? 
- Has what s/he does for X changed over the past year ? 
- How often do they see her/him? 
- Do you think that this is sufficient ? 
- Is s/he easy to get hold oP 
IF NO - GO TO QUESTION 13. 
Q9). Has s/he been useful in; 
a) Introducing X to other services? (e. g. meals on wheels) 
- Can you give me an example? 
b) Providing treatment? 
- Can you give me an example? 
Providing aids and equipment? 
- Can you give me an example? 
Q1 0). Thinking back to when Y started helPing X. What benefits do you 
think there are for X of having Y involved in this way? 
- Can you give me an example? 
Probes - Has s/he provided X with anything more than they were receiving 
before ? 
- What help do you think is the most useful to X? 
-Have you seen any improvement in X since s/he became involved ? 
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Q11). Is there anything you think s/he could do to improve the care package X 
receives or not? 
- Can you tell me what? 
Probes - Are there any services you feel X needs but does not have? 
- Are there any services X receives that you feel s/he doesn't 
really require? 
Q12). There are often disadvantages when changing to new methods of 
practice. Do you think there have been any disadvantages since Y became 
involved in Xs care ? 
Ifyes - Can you tell me what these are? 
- What do you think could be done about this? 
IF CONMUNITY NURSE HAS BEEN DISCUSSED ABOVE GO TO 
QUESTION 18. 
IF COMMUNITY NURSE HAS NOT BEEN MENTIONED ABOVE ASK; 
Q13). Can I just ask you the same questions about Y your CN / CPN? 
-How long has s/he been involved? 
-What does s/he do for X? 
- Has what s/he does for X changed over the past year ? 
- How often do they see her/him? 
- Do you think that this is sufficient ? 
- is s/he easy to get hold oV 
Q14). Has s/he been useful in; 
a) Introducing X to other services? (e. g. meals on wheels) 
- Can you give me an example? 
b) Providing treatment? 
- Can you give me an example? 
Providing aids and equipment? 
- Can you give me an example? 
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Q1 5). Thinking back to when Y started helping X. What benefits do you 
think there are for X of having Y involved in this way? 
- Can you give me an example? 
Probes - Has s/he provided X with anything more than they were receiving 
before ? 
- What help do you think is the most useful to X? 
-Have you seen any improvement in X since s/he became involved ? 
Q16). Is there anything you think s/he could do to improve the care package X 
receives or not? 
- Can you tell me what? 
Probes - Are there any services you feel X needs but does not have? 
- Are there any services X receives that you feel s/he doesn't 
really require? 
Q17). There are often disadvantages when changing to new methods of 
practice. Do you think there have been any disadvantages since Y became 
involved in Xs care ? 
Ifyes - Can you tell me what these are? 
- What do you think could be done about this? 
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SECTION D 
SERVICES FOR CARER 
Just turning and focusing on you for a moment. 
Q18). Other than the help that we have discussed do you receive any help in 
relation to your caring tasks? 
If not already mentioned 
RESPITE 
Q19). Some carers emphasise their need for respite - Since you have been 
caring for X have you felt this need for respite? 
If Yes Why do you think that you required respite? 
Was respite care arranged/provided for you? 
Do you think that this was satisfactory? 
If CN has not been mentioned in previous answer -Have any respite 
services been armged/provided for you by the CN /CPN ? 
If no - Why do you think respite care wasn't provided for you? 
ii). What features of a respite service are essential for you? 
MORMATION 
Q20). Some carers emphasise their need for information. Since you have 
been caring for X, have you felt this need for information? a) services b) Xs 
condition c) your caring tasks d) financial matters ? 
If Yes - What did you require information about? 
- Was this information given to you 
Ifyes- Who gave you this information? 
- Was this satisfactory 
If no - Why do you think was this information not given to 
you? 
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If CN has not been mentioned in previous answer: 
H) Is any information provided for you by the CN in terms of a) services 
b) Xs condition c) your caring tasks d) financial matters ? 
MORAL SUPPORT 
Q21). Some carers emphasise the need for moral support at times - since 
you have been caring for X have you needed moral support? 
If Yes - Why did you need this? 
- Have you been given any moral support? 
(Ifyes - -Who provided this? 
Can you describe to me what they did if possible? 
Do you think that this was satisfactory ? 
If no - Why do you think moral support wasn't 
provided for you? 
If CN has not been mentioned in previous answer; 
ii) Has any moral support been provided for you by the CN ? 
Ifyes - When was this provided? 
Can you describe to me what they did? 




back to Y who we were talking about previously 
Q22). What benefits do you think there are for you of having Y involved in 
this way? 
- Can you give me an example? 
Probes - Has s/he provided you with anything more than you were receiving 
before ? 
- What help do you think is the most useful to you? 




Q23). is there anything you think s/he could do to improve the help you 
receive or not? 
- Can you tell me what? 
Probes - Are there any services you feel you need but don't have? 
- Are there any services you receive that you feel you don't 
really require? 
Q24). There are often disadvantages when changing to new methods of 
practice. Do you think there have been any disadvantages since Y became 
involved in providing help for you? 
Ifyes - Can you tell me what these are? 
- What do you think could be done about this? 
Q25). We have talked in detail about a number of issues. Is there anything you 
would like to add or you feel is important? 
Thank you very much for your help. 
Appendix V11a Follow-up questionnaire (original questionnaire recipients 
and managersq case study sites) (underlined area variable) 
Location: Trust: 
please tick the appropriate box(es) and expand overleaf if necessary. 
1. Do you still have community nurses in your area working as case managers? 
[] Yes 
Please go to Q. 2 
[] No 
Please go to Q. 3 and continue 
[] Not known 
Thank you for your help. Please return questionnaire in prepaid envelope 
2. In your area has the number of community nurses 
F] Expanded? 
[I Remained the same? 
F] Declined? 
[I Not known (eg in post recently) 
Please go to Q. 4 
in this role over the last 4-5 years: 
3. Please give reason(s) 
F] Post(s) discontinued due to change of national/local policy (eg 
restructuring, funding, end of pilot project) 
Please expand if necessary: 
Post(s) discontinued as not considered a nursing role (eg taken on by other 
professionals) 
Please expand if necessary: 
[] Post(s) continue(s) but postholder(s) left for personal/individual reasons 
[] Post description and/or title changed 
Please expand ifnecessary and give new title 
[] Other (please expand): 
4. In your area do you anticipate the role for community nurses in this capacity is 
likely to: 
[] Remain as at present? 
Expand/be reintroduced? 
Decline (if post(s) still in existence)? 
Unsure 
5. Do you have any other comments you wish to make? 
(Continue overleaf if necessary) 
Thank you for your help. Please return questionnaire in prepaid envelope 
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Appendix V11D 1"Ollow-up questionnaire (case managers) (-uh-de-flined areas variable) 
prev. Location: Trust: 
please tick the appropriate box(es) and expand overleaf if necessary. 
1. Are you currently working as a case manager? 
E Yes 
Please go to Q. 2 
E] No 
Please go to Q. 3 and continue 
2. In your area has the number of learning disability nurses in this role over the last 4-5 years: F-] Expanded? 
Fj Remained the same? 
Declined? 
Not known 
Please 90 to Q. 4 
3. Please give reason(s) 
F-] Post(s) discontinued due to change of national/local policy (eg 
restructuring, funding, end of pilot project) 
Please expand if necessary: 
Fý Post(s) discontinued as not considered a nursing role 
Please expand if necessary: 
[: ] Post(s) continue(s) but postholder(s) left for personal/individual reasons 
F] Post description and/or title changed 
Please expand ifnecessary and give new title: 
F Other (please expand): 
4. In your area do you anticipate the role for community nurses in 




5. Do you have any other comments you wish to make? 
(Continue overleaf if necessary) 
this capacity is likely to: 
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Thank you for your help. Please return questionnaire in prepaid envelope 
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Appendix VIII The case studies: descriptive analysis 
The rationale underlying the descriptive analysis was the need not to 
lose sight of the whole case in focusing upon issues for debate. It was 
felt there was a need to establish a factual basis prior to theory 
development, much the same as in the work of Fish et al (1991), who 
argued for a method of considering professional practice which 
differentiated events and interpretations, building the latter on the 
former. This tactic was also suggested by Yin (1994), who referred to 
the "descriptive data" about the cases. In this research, this covered 
responses to the main "fact finding" questions on: 
9 case manager status 
client group characteristics 
features of case management including: 
- refeffal of clients 
- assessment of needs 





supervision and support details. 
The individual case descriptions in the following tables adopt the 
logic of the research objectives in terms of headings and are presented 
largely as an amalgam of the data sources. There was a high degree of 
convergence in the various lines of enquiry, so that individual 
respondents are not identified in the limited space provided, although 
quotation marks are used to indicate less factual data where possible. 
Incidences of lack of congruence are also highlighted where possible. 
A number of points need to be made about abbreviations and 
terminology adopted in these case presentations: 
* The term "case management" is generally adopted in order to 
standardize respondent and project designations, although the 
individual's and project's preferred titles, where different, are referred 
to in the following description and in the direct quotations. 
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* In the same way "manager" is used to denote the line manager 
interviewed, as indicated above. The individual's actual title is given 
under data sources and where this helps clarification of meaning. 
a Each case is designated a number, allocated in the main purely on 
the basis of the order in which it was subject to data collection. 
Identification of a "case" was on the basis of both the definition given 
by Yin (1994) and the preset criteria described at section 2.6.4. For 
most cases this was clear cut, however, case 8 presented a different 
pattern in its unit of enquiry, in that the three (mental health) case 
managers in the area each had a separate direct line manager. On 
these grounds they have been redesignated as separate cases, but 
labelled 8a, 8b and 8c to indicate linkage in terms of higher 
management and contact pathways. 
-A number of abbreviations and "shorthand" terms have been used as 
follows: 
CN - Community nurse, usually referring to the community nurse case 
manager respondent 
Community care/April 1 st 1993 - Used to designate the timing and/or 
implications of the implementation of the NHS & Community Care 
Act, 1990. 
Care programme approach (CPA)/Section 117 - Terms applying to 
mental health directives and legislation, as outlined in the literature 
review. 
CPN - Community psychiatric nurse 
DN - District nurse 
HV - Health visitor 
LDN - Learning disability nurse 
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GP - General practitioner 
SW - Social worker 
SS - Social services 
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